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Lipoma and Liposarcoma 
Report of Three Cases 


J. O. MORGAN, M.D., F.A.C.S., F.I.C.S. 


UBCUTANEOUS tumors of fatty tissue 
usually present no diagnostic problem 
and their treatment is simple, but those 

which are deeply situated may be most diffi- 
cult or impossible to diagnose and their surgi- 
cal removal is frequently hazardous. Though 
there are several parts of the body in which 
these tumors are most likely to occur, they may 
be found in almost any location. The larger 
tumors usually produce symptoms by their 
pressure on adjacent structures. The malig- 
nant feature of fatty tissue tumors adds 
ereatly to the clinical significance of this group 
of neoplasms. 

Etiologic Factors.—The cause of fatty tis- 
sue tumors is unknown, but several hypotheses 
have been advanced to explain their origin. 
Trauma has been considered by some as a 
causative factor, but Ewing! has stated that 
the evidence is against a traumatic origin, and 
Stout? was unable to find that trauma played 
any part in his series of cases. Hereditary in- 
fluences, congenital predisposition, disturb- 
anees in the thyroid and pituitary glands, and 
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alcoholism have been suggested as etiologic 
factors. 

Pathologic Picture. — These growths have 
well defined gross, microscopic and chemical 
characteristics. They are firm, elastic and 
usually multilobulated. They do not have a 
definite capsule but are easily separated from 
surrounding tissue. The size varies from a few 
millimeters in diameter to mammoth growths 
weighing hundreds of grams. Harrington* 
reported one which weighed 47 pounds (21.3 
Kg.). Secondary changes frequently occur, 
and mucinous degeneration is not uncommon. 
This type of change is more often seen in lipo- 
sarcomas. They may become infiltrated with 
fibrous tissue, and areas of calcification are oc- 
casionally observed. Cystie areas containing 
mucinous material or serous fluid are often seen 
in these tumors. Cases of multiple fatty tumors 
are occasionally encountered. Ewing! con- 
sidered this to be evidence of a peculiar dys- 
crasia of the fatty tissues. 

Liposareomas are usually large and nodu- 
lar and in most cases are more firm than lipo- 
mas. The color is commonly pale cream to 
orange, and the tumor may show areas of red 
caused by hemorrhage or increased vascularity. 
A large per cent are slimy on the cut surface, 
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Fig. 1 (Case 1).—Photomicrograph of liposarcoma of 
thigh. 


Fig. 2 (Case 1).—Roentgenogram showing metastatic 
lesions in both lung fields and fluid in the left pleural 
space. 


and areas of degenerative change are common. 

Stout? divided liposarcomas into four types, 
as follows: (7) well differentiated myxoid; 
(2) poorly differentiated myxoid; (3) round 
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cell or adenoid, and (4) mixed type. He ex- 
pressed the opinion that it is questionable 
whether tumors of Type 1 ever metastasize 
while they remain in this state of good differ- 
entiation, but that the other three types are 
definitely malignant, are difficult to eradicate 
and may metastasize. 

Incidence.—F rom a view of the literature it 
appears that malignant fatty tissue tumors are 
comparatively rare. Stout? stated that, in a 
study of the records of such tumors treated at 
the Presbyterian Hospital in New York, 1,454 
cases of lipoma and only 21 eases of liposar- 
coma were found. Geschickter* found records 
of 490 cases of fatty tissue tumor on file in 
the surgical pathologie laboratory of Johns 
Hopkins, and of these only 12 were lipo- 
sarcoma. 

The cases of fatty tissue tumor occurring in 
my practice during a period of five years 
(June 15, 1945 to June 15, 1950) have been 
reviewed. There was a total of 91 cases. Eighty- 
eight of the tumors were lipomas and 3 were 
liposareomas (Tables 1 and 2). 


TABLE 1.—Brief Analysis of 91 Cases of 
Fatty Tissue Tumor 


Age of patients: Three to 69 years; for more than 
50 per cent, 30 to 40. 

Sex of patients: Males, 35; Females, 56 

Type of tumor: Lipoma, 88; Liposarcoma, 3 


TABLE 2.—Distribution of 91 Cases of 
Fatty Tissue Tumor 


Lipoma 
Liposarcoma 
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According to Ewing’ liposarcomas are of 
frequent occurrence and reports in the litera- 
ture do not reflect the true incidence of the 
disease. It is his opinion that the wide diver- 
gence in structure between fat tissue, benign 
lipoma, and the various types of liposarcoma 
has stood in the way of recognition of these 
tumors. 


Diagnosis —Deep-lying lipomas and _ lipo- 
sarcomas are seldom diagnosed before opera- 
tion. The symptoms they cause are usually due 
to pressure on adjacent structures and might 
well be produced by many types of neoplasm 
or inflammatory or other masses. Roentgeno- 
graphie procedures have been used with sue- 
cess in the diagnosis of these tumors, owing 
to their radiolucent appearance in contrast 
to all other tissues. Hunt and Bisgard® have 
found this to be an accurate diagnostie pro- 
cedure. A correct roentgen diagnosis of a 
mesenteric lipoma has been reported by Sel- 
man and Bender.® Needle or aspiration biopsy 
is frequently of great diagnostic value, and 
when this is feasible it should be carried out 
before surgical removal is attempted. 


Treatment.—Simple excision of the ordinary 


lipoma is usually adequate treatment. The s0- ig, 3 (Case 1).—Large metastatic liposarcoma of 
ealled embryonic lipomas have a tendency to right lung. 


recur and should be widely excised. It is espe- 
cially important that lipomas of the breast. 
the interseapular region and the thigh should 
be completely removed, since it is generally 
considered that lipomas in these regions are 
more liable to malignant change. Large retro- 
peritoneal and mediastinal lipomas are re- 
moved, frequently with great difficulty, and 
the mortality rate following their excision is 
high. According to Geschickter,’ mediastinal 
lipomas should not be removed unless they are 
large enough to press dangerously on the ad- 
jacent organs. 

Liposareomas are highly malignant and re- 
gardless of the type of treatment the percent- 
age of cases which are cured is small. 

Stout? is of the opinion that the treatment of 
liposareoma is primarily surgical, but, since 
it has been shown that some of these tumors are 
senstive to irradiation, this mode of treatment 
must not be neglected. Geschickter* considers 


irradiation the preferable form of treatment. Fig. 4 (Case 1).—Multiple metastatic lesions (lipo- 
Ewing' has stated that, owing to the high sarcoma) of left lung. 
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Fig. 5 (Case 1).—Mediastinal metastatic liposarcoma 
partly surrounding esophagus. 


mortality following surgical extirpation and 
the radiosensitivity of many of these tumors. 
a conservative program in their management 
is advisable. This should consist of diagnosis 
by aspiration, irradiation and resection of the 
residual tumor if necessary. It is my opinion 
that amputation may be advisable in certain 
cases. 


REPORT OF THREE CASES OF LIPOSARCOMA 


Case 1.—A man aged 37 was admitted to the 
hospital July 28, 1949, on account of a mass near 
the right knee. In January he had noticed pain 
in this region, and soon thereafter a slight enlarge- 
ment was detected. Examination gave negative re- 
sults except for a mass near his right knee. This 
was estimated to be about 12 em. in diameter. It 
extended upward and laterally from about the 
center of the popliteal space. The mass was firm, 
smooth and not tender, and there was no pulsation 
or bruit. 

Roentgen studies showed evidence of a soft tissue 
mass posterior and lateral to the lower end of the 
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right femur. There was thinning of the cortex of 
the bone which was in contact with the mass. Films 
of the chest revealed no pathologic condition of 
any kind. 

Laboratory studies, including ordinary blood 
examination, serologic tests and urinalysis, showed 
no evidence of abnormality. 

An incision was made on the lateral surface of 
the lower part of the thigh. A small piece of tissue 
was taken for biopsy. The frozen section was re- 
ported as sarcoma, low grade. Possibly liposar- 
coma, Myxosarcoma or synovial sarcoma, The in- 
cision was extended and the tumor widely excised. 

A large lobulated tumor with the gross appear- 
ance of a lipoma was observed. It was not adherent 
to any of the tissues except the lower end of the 
intermuscular septum between the vastus externus 
and biceps femoris muscles. Here it was tightly 
attached. 

Pathologically the specimen consisted of what 
appeared to be a fatty tumor weighing 700 Gm. 
The eut surfaces were glistening, grey-white to 
grey-yellow, and a sticky fluid escaped. In some 
areas the tissues were almost cartilaginous in con- 
sistency, and many areas of necrosis were seen. 

Microscopie examination of permanent sections 
showed numerous areas in which the tissue was 
necrotic. Some sections showed fibrocartilage with 
gradual transition into neoplastie fibroblastie tis- 
sue. The neoplastic cells were ovoid, irregular or 
approximately spindle shaped, with large nuclei 
having distinet nucleoli. The cytoplasm was scant. 
There were 3 to 5 mitotic figures per high power 
field. Fat was detected in the cells by special stain- 
ing methods (Fig. 1). The pathologie (microscopic) 
diagnosis was liposarcoma of the thigh, Grade IT. 

After the operation this patient was referred for 
roentgen therapy. He did well for approximately 
five months, then began to have pain in the left side 
of the chest and a nonproductive cough. On Decem- 
ber 5, roentgen films of the chest showed evidence 
of metastatic lesions in both lung fields and fluid 
in the left pleural space (Fig. 2). Fluid aspirated 
from the chest was bloody. The pathologist was un- 
able to find malignant cells in the fluid. The pa- 
tient gradually grew worse and died on March 17, 
1950, approximately fifteen months after noticing 
the first symptom. 

Summary of Autopsy Findings: 1. Right pop- 
liteal space: Recurrent liposarcoma. 

2. Lungs: Metastatic liposarcoma (Figs. 3 and 
4). 

3. Pleura: Metastatic liposarcoma. 

4. Mediastinum: Metastatic liposarcoma (Fig. 


5. Mesentery: Metastatic liposarcoma. 
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Comment.—This was a highly malignant 
tumor; the chances of cure were evidently poor 
when this patient was admitted to the hos- 
pital. In retrospect, however, a diagnostic bi- 
opsy followed by roentgen therapy possibly 
would have been better, but I now feel that 
high amputation should have been the treat- 
ment advised. 


CasE 2.—A white man aged 48 vears was ad- 
mitted to the hospital on Jan. 4, 1950, complain- 
ing of pain in the right hip. Eight months pre- 
viously he had fallen and struck his right hip. Pain 
and soreness had been present in this region since, 
but recently it had been more severe. 

Examination showed fullness below the crest of 
the right ilium, extending from the anterior su- 
perior to the posterior superior iliac spines, There 
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was slight tenderness on pressure. There was mod- 
erate pain on motion of the right hip. Enlarged. 
firm lymph nodes were observed in the right in- 
guinal region. The abdomen was normal except for 
a scar on the upper right aspect, resulting from an 
operation for perforated duodenal ulcer in 1939. 

A moderate degree of anemia existed (hemoglo- 
bin 9 Gm. per hundred cubic centimeters). The 
alkaline phosphatase, serum protein, and albumin- 
globulin ratios were within normal limits. The 
Kahn test of the blood gave negative results, as 
did examination of the urine for Bence-Jones pro- 
tein. 

The roentgenologist reported osteoclastic and 
osteoplastic lesions throughout the wing of the 
right ilium, consistent with a malignant tumor of 
bone (Fig. 6). Roentgen studies of the chest 
showed no evidence of metastatic lesions. 

Microscopic studies of a section of a lymph node 


Fig. 6 (Case 2).—Roentgenogram showing malignant tumor (liposarcoma) of right ilium. 
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Fig. 7 (Case 2).-—-Photomicrograph of highly malig- 
nant liposarcoma of right ilium. 


removed from the right inguinal region showed 
neoplastic cells with indefinite cell bodies, a granu- 
lar pink eytoplasm and dark-staining nuclei with 
one or more necleoli. The appearance was rather 
uniform throughout the entire section, and in many 
areas there were large, clear vacuoles which re- 
sembled fat cells. In two portions of the sections 
blood vessels showed invasion of the wall by 
tumor cells, with clumps of cells within the Jumens 
of the vessels. There was no remaining evidence of 
the normal architecture of the lymph nodes. Frozen 
sections of formalin-fixed tissue stained for fat 
showed that the large vacuoles were masses of 
neutral fat. There were small fine globules of fat 
within the tumor cells. In some areas there were 
8 to 10 mitotie figures per high power field. 

The microscopic diagnosis was metastatic lipo- 
sarcoma of the lymph nodes, Grade III to TV. 

Examination of the material obtained by needle 
aspiration of the right ilium showed cells whose 
type, size and arrangement resembled very closely 
those found in studies of the lymph node (Fig. 
7). It was the pathologist’s opinion that the lesion 
from which this material was obtained was a lipo- 
sarcoma. 

This patient was referred for high voltage roent- 
gen therapy. He improved rapidly and was soon 
entirely free of pain and tenderness. The fullness 
in the region of the ilium became less marked. 
This improvement was of short duration. Examined 
again on July 1, the patient was thin and pale; 
there were large nodules in the right groin, and the 
entire right leg was greatly swollen. 
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Comment.—It is questionable whether this 
was a case of primary bone liposarcoma or 
liposarcoma of the soft tissues with osseous 
involvement. Geschickter and Copeland’ re- 
ported 2 eases of the former and 3 of the 
latter. Evidently liposareoma of bone is very 
rare. A review of the literature throws little 
light on the subject. 


Case 3.—A white married woman aged 31 was 
admitted to the hospital, November 7, 1935, on 
account of enlargement of the abdomen. She stated 
that several months prior to adimission she had 
noticed some enlargement of her abdomen, asso- 
ciated with hardness and soreness. The size of her 
abdomen had gradually increased and the soreness 
had persisted. She had never been pregnant, and 
her menstrual history was normal. 

Examination of her abdomen showed a globular 
mass extending from the umbilical line into the 
pelvis. Pelvic examination revealed the uterus to 
be normal in size and position. Neither ovary 
could be palpated. A mass was felt back of the 


Fig. 8 (Case 3).—Multiple fatty tissue tumors of the 
mesentery of the jejunum (photograph made during 

operation). 
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uterus and was apparently continuous with the 
abdominal mass. The laboratory data were within 
normal limits. 

With a preoperative diagnosis of ovarian cyst, 
the abdomen was opened. There was a large fatty 
tumor between the leaves of the mesentery of the 
lower part of the jejunum. This was removed 
without injury to the intestine or its blood supply. 
No other abnormality was observed in the abdomen 
or the pelvis. The tumor was 17 em. in diameter. 
The pathologic diagnosis was lipoma. 

After this operation the patient did weli until 
about one month before her second admission to 
the hospital on Jan. 16, 1946. She stated that her 
abdomen was again enlarging and felt uncomfort- 
able. On examination a large, moderately movable 
inass was felt in the lower part of the abdomen. 
Pelvic examination revealed bilateral movable 
masses estimated to be about 12 em. in diameter. 

At operation, multiple fatty tumors of the 
mesentery of the jejunum were found. On account 
of adhesions they were removed with some diffi- 
culty. The blood supply to one loop of bowel was 
damaged to such an extent that it was necessary to 
resect a short piece of the intestine. Six separate 
tumors were removed. They varied from 1 to 14 
em. in diameter. The pathologic diagnosis was 
multiple lipoma of the mesentery. The pathologist 
was unable to find any evidence of malignancy. 

She had felt well after the second operation 
until the early part of 1949, when she again noticed 
some discomfort in her abdomen and thought she 
could feel a mass. The mass gradually increased in 
size, and she was admitted to the hospital on June 
1, 1950. 

A freely movable mass estimated to be about 
10 em. in diameter could be easily palpated just 
below the umbilical line. It could be moved to al- 
most any part of the abdomen. No other abnor- 
mality could be found on examination, and the 
laboratory data were within normal limits. 

At operation 14 fatty tumor masses were re- 
moved from the mesentery of the jejunum (Fig. 
8). They varied from 1 to 15 em. in diameter. Two 
of the masses were firmer and darker than the 
others. In these the pathologist found definite evi- 
dence of malignancy, but the cells were well dif- 
ferentiated end he expressed the opinion that the 
malignancy was of a low grade (Fig. 9). The 
pathologic diagnosis was (7) multiple lipomas 
of the mesentery and (2) multiple liposarcomas of 
the mesentery. 


Comment.—A review of the literature shows 
comparatively few reported cases of true fatty 
tissue tumors of the mesentery. Bass* and also 
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Fig. 9 (Case 3).—Photomicrograph of low grade lipo- 
sarcoma of mesentery. 


Selman and Bender® have reported cases of 
lipoma in children. Rankin and Major® re- 
viewed the cases of tumors of the mesentery at 
the Mayo Clinic; of the 22 cases reported, 5 
were lipoma. Benedict!’ reported a case of 
liposarcoma of the mesentery and stated that 
these tumors usually run a benign course. 
Stout? stated that the retroperitoneal area, the 
omentum and the mesentery are the regions 
most favored by liposarcoma of the body so 
far as reports are concerned. He expressed the 
opinion, however, that this is due to selective 
reporting. In his report of 41 cases of lipo- 
sarcoma, not one was a case of lipoma of the 
mesentery. 


SUMMARY 


1. The cause of fatty tissue tumors is un- 
known. 

2. These growths have well defined gross, 
microscopic and chemical characteristics. The 
nonmalignant type (lipoma) is occasionally 
multiple and may recur. The majority of lipo- 
sarcomas are highly malignant and metastasize 
early. 

3. Lipomas occur frequently. Liposarcomas 
are comparatively rare. 
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4+. The subeutaneous tumors usually pre- 
sent no diagnostic problem. Deeply situated 
growths are difficult or impossible to diag- 
nose. Roentgenographie study and needle or 
aspiration biopsy may be of diagnostic value. 

5. Simple excision of the ordinary lipoma is 
usually adequate treatment. Deeply situated 
tumors, especially those of the retroperitoneal 
area and the mediastinum, are removed fre- 
quently with great difficulty. Liposarecomas 
should be widely excised or treated by roent- 
gen therapy after the diagnosis has been con- 
firmed by biopsy. 

6. Three cases of liposarcoma are reported. 


RESUME 


1. On ne connait pas la cause des tumeurs 
des tissus adipeux. 

2. Ces tumeurs présentent des caractéris- 
tiques grossiers, microscopiques et chimiques. 
Le lipome bénin est parfois multiple et peut 
récidiver. La majorité des liposarcomes sont 
tres malins et métastasent tot. 

3. Les lipomes bénins sont fréquents. Les 
liposarcomes sont relativemen rares. 

4. Les tumeurs sous-cutanies ne présentent 
ordinairement aucun probléme diagnostique. 
Les tumeurs situées dans la profondeur sont 
difficilement ou parfois impossibles a diagnos- 
tiquer. L’étude Roentgenographique et l’aspi- 
ration biopsique sont de valeurs diagnostiques. 

5. Pour le lipome bénin, la résection est un 
traitement ordinairement adéquat. tu- 
meurs situées profondément, sourtout dans les 
régions retropéritoneales et dans le médiastin 
sont d’une excision plus difficile. Les lipo sar- 
comes doivent étre enlevés radicalement et 
traités par la radiation aprés que le diagnostic 
a été confirmé par biopsie. 

6. Trois cas de liposarcome sont presentés 
et analysés. 


RESUMEN 


1. La causa de los tumores de tejido gra- 
soso es desconocida. 

2. Esta neoformaciones tienen bien defini- 
das bastas caracteristicas quimicas y microseé- 
picas. El tipo benigno (lipoma) es ocasional- 
mente multiple y puede recidivar. La mayoria 
de los liposareomas son altamente malignos y 
producen metastasis tempranas. 
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3. Los lipomas ocurren frecuentemente. Los 
liposarcomas son comparativamente raros. 

+. Los tumores subeutaneos no presentan 
ordinariamente problema diagnéstico. Las neo- 
formaciones situadas profundamente son difi- 
ciles 6 imposibles de diagnostiear. El estudio 
rontgenografico y la biopsia por puncién o 
aspiraciOn pueden ser de valor diagndéstico. 

d. La extirpacién simple del lipoma ordina- 
rio es generalmente el tratamiento adecuado. 
Los tumores situados profundamente, espe- 
cialmente equellos del area retroperitoneal y 
el mediastino, son extirpados frecuentemente 
eon gran dificultad. Los liposarcomas deben 
ser ampliamente extirpados o tratados con 
rontgenterapia después de que el diagnéstico 
haya sido confirmado por la biopsia. 

6. Se dan a conocer tres casos de liposar- 
coma. 


RIASSUNTO 


1. L’etiologia dei tumori adiposi e’ secono- 
seiuta. 

2. Questi tumori hanno  caratteristiche 
macro-microscopiche e chimiche proprie. I tu- 
mori benigni (lipomi) possono essere multipli 
e possono anche recidivare. La maggioranza 
dei liposarecomi sono molto maligni, con ten- 
denza a diffondersi precocemente. 

3. I lipomi sono comuni. I liposareomi sono 
—in confronto-rari. 

4. tumori sottocutanei non presentano 
problemi diagnostici. La diagnosi dei tumori 
piw profondi e’ invece difficile, talvolta impos- 
sibile. Puo’ essere aiutata dagli esami radio- 
grafici e dalla biopsia per aspirazione. 

5. L’escisione e’ sufficiente per i comuni 
lipomi. I tumori piu’ profondi, e particolar- 
mente quelli mediastinici e retroperitoneali, 
presentano invece delle maggiori difficolta’ 
operatorie. I liposareomi vanno asportati radi- 
calmente o sottoposti ad una cura radioterapica 
dopo la biopsia. 

6. L’A. deserive tre casi di liposareoma. 


ZUSAM MENFASSUNG 


1. Die Ursache von Fettgewebsgeschwu- 
elsten ist unbekannt. 

2. Die Geschwuelste haben klar umschrie- 
bene makroskopische, mikroskopische und 
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chemische Eigenschaften. Der nichtboesartige 
Typus (Lipom) tritt gelegentlich in-multipler 
Form auf und kann Rueckfaelle aufweisen. 
Die Liposarkome sind in ihrer Mehrzahl sehr 
boesartig und metastasieren fruehzeitig. 

3. Lipome kommen haeufig vor. Liposar- 
kome sind verhaeltnismaessig selten. 

4. Die subkutanen Geschwuelste bereiten 
im allgemeinen keine diagnostischen Schwie- 
rigkeiten. Die Diagnose tief gelegener Ges- 
chwuelste ist schwierig oder unmoeglich. Roent- 
genuntersuchungen und  Probepunktionen 
mit Hilfe einer Nadel oder dureh Ansaugung 
koennen von diagnostischem Werte sein. 

5. Das gewoehnliche Lipom kann im all- 
gemeinen durch einfache Exzision erfolgreich 
behandelt werden. Tief gelegene Geschwuelste, 
besonders solche des retroperitonealen Raumes 
und des Mediastinums, koennen haeufig nur 
mit grossen Schwierigkeiten entfernt werden. 
Liposarkome sollten weit exzidiert oder mit 
Roentgenstrahlen behandelt werden, nachdem 
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die Diagnose mittels Probeexzision bestaetigt 
ist. 
6. Es werden drei Faelle beschrieben. 
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Twelfth Century Rule of Living 


The Salerne Schoole doth by these lines impart 

All health to England’s King, and doth advise 
From care his head to keepe, from wrath his hart. 
Drinke not much wine, sup light, and sonne arise, 
When meat is gone, long sitting breedeth smart; 
And after noone still waking keepe your eies, 

When mov’d you find yourself to Natures Needs 
Forbeare them not for that much danger breeds. 
Use three Physitians still, first Doctor Quiet, 

Next Doctor Mery-man and Doctor Dyet. 


(From the Regimen Sanitatis of the School of Salerno. The Latin original dates 
from the twelfth century, and the English translation was made in 1607 by Sir John 


Harrington, inventor of the water closet.) 
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rious infirmity. It amounts not only to an 
esthetic blemish but, because of the dental 
complications resulting from it, is the cause of 
grave dystrophy and of difficulties in masti- 
cation with all the results arising from them. 
Above all, the incisors suffer from it. In the 
majority of cases they are atrophied, decalei- 
fied and changed in form; they do not reach 
normal development, or, on the other hand, 
they appear overdeveloped. 

Little is known about the precise etiopath- 
ogenesis of this condition; many theories 
have been proposed. The hormonal theory, 
which attributes the abnormality to a hypo- 
physial disturbance, has found favor, but on 
this basis it is difficult to explain why the de- 
formity affects only the mandible and not the 
other facial bones. On the other hand, if some 
observations have been made of excessive de- 
velopment also in the thickness of the bone, 
so as to remind one of acromegaly, in other 
observations (including mine) there was no 
increase in thickness corresponding to the ex- 
cessive development in length. Therefore it 
seems more logical to suggest that alteration 
of the development of the mandible is due 
principally to local causes, even if these are 
identifiable only with difficulty. 

In my opinion this deformity, not only be- 
cause of its congenital character but because 
of its progressive intensification during devel- 
opment and its later stabilization, resembles 
certain other rare hypertrophic malformations 
of the limbs which Mery and Babonneix have 
grouped under the term “hyperchondroplasia,” 
attributing the abnormality to hyperplasia of 
the connecting cartilage. 

The conditions of mandibular ossification 
are highly variable. The mandible is derived 
essentially from a connective process of ossifi- 
cation (according to the majority of authors 
the cartilage of Mechel is reabsorbed, or at 
most participates in the formation of the man- 
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dible only in its internal part). It appears 
logical, therefore, to assume that the excessive 
development in length may originate in ab- 
normal stimuli which act upon the tissue des- 
tined to ossify, and that these may be of many 
different kinds (mechanical, toxic or inflam- 
matory) or that the nuclei of ossification are 
congenitally hyperplastic. This point of view 
is also supported by the fact that prognathism 
usually exists as an isolated malformation, all 
the rest of the skeleton being normal, as in the 
case here presented. Of the six points of ossifi- 
cation of the mandible, the inferior and in- 
cisive points are particularly affected, since 
normally it is only the horizontal segment that 
develops excessively ; the ascending part re- 
mains normal, and as a rule so does the angle 
between the two. This fact, too, speaks against 
a general hormonal cause, which should exer- 
cise its action upon the entire bone and not on 
a localized part of it. 

Only in the infant stage and in persons 
whose deformity is not extreme can general 
orthomorphie and dental treatment bring 
about sufficient correction of the defect. In the 
adult with a stabilized deformity only surgical 
intervention can restore the mandible to its 
normal length and above all to its normal po- 
sition, reestablishing congruity between the 
two dental arches. 

The methods proposed can be grouped under 
two main headings. The methods in the first 
group correct the defect by dissecting the 
mounting branch and placing the inferior seg- 
ment behind, so as to reestablish dental integ- 
rity : the second reaches the same goal through 
shortening the mandible by symmetric bilat- 
eral resection of the excessive tract. 

The method of dissection presents three 
principal variations : 

1. Dissection immediately under the con- 
dyle: this is a little-used operation except in 
cases of acquired prognathism following a 
badly consolidated fracture at this site. Since 
the external pterygoid muscle tends to pull 
the neck of the condyle forward, an angle 
formation may follow easily if, in addition 
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to the section, an appropriate small resection 
is not performed. 

2. Dissection at the height of the angle of 
the mandible: This was proposed by Cryer and 
Perthes but in my opinion has never found 
practical application. 

3. Dissection of the mounting branch be- 
tween the mandibular notch and the semilunar 
incision (Fig. 1): This is the method most 
frequently used (Lane; Lindemann and 
Bruhn; Pichler; Schmidt; Kosteika; Perthes; 
von Redwitz; Kaestner). There are variations, 
among which the method of Bockenheimen- 
schen and Axhausen is particularly interesting. 
They perform a retroauricular incision, dis- 
placing the ear lobe so as to render the sear 
invisible. 

The method of resection presents also three 
principal variations: 

1. Resection of the angle (Harsha, Erust, 
Krueger): This method is no longer used, be- 
cause it presents no particular advantage and 
the results are inferior to those of resection 
of the horizontal branch. 

2. Resection of the articular apophysis (Ja- 
boulay; Berard ; Berger ; Dufourmentel; Bour- 
guet; Daroy and Catrol; Petit and Walrath) : 
This is not advisable, since grave consequences 
may follow the articular lesion it necessitates. 

3. Resection of a tract of the horizontal 
branch : Among the methods of resection this is 
the most frequently employed and the most log- 
ical. There are numerous variations in regard 
to the form of the tract to be removed (Blar; 
Kuemmel ; von Eiselsberg ; Schultz; Jualliard ; 
Pichler; Krueger ; Henschen). 

What are the characteristics, the advantages 
and the disadvantages of these two groups of 
methods, and particularly of the last two 
variations? Dissection is simple enough, but if 
prognathism is very prominent a considerable 
retropulsion of the mandible is necessary to ob- 
tain reduction; this is not achieved immedi- 
ately but in a progressive manner, by inter- 
maxillary fixation constantly increased. Its 
action is indirect, as reduction is obtained by 
letting the lower fragment slide along the 
upper; if the procedure is not well graduated 
the result may be bad. It implies a dental fixa- 
tion retained for weeks, and carries with it the 
danger of trauma to the face, the internal 
maxillary artery or the parotid gland, which 
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present marked inconveniences at times. Re- 
section, on the other hand, acts directly by 
shortening the exuberant horizontal branches. 
It is a relatively simple method and involves 
no danger. Reduction of the desired degree is 
obtained immediately and does not necessitate 
immobilization by dental ligature. The method 
can be applied to prognathism of a high de- 
gree, and the results are assured once the size 
and symmetry of the fragments to be resected 
has been calculated with precision. Dissection 
of the vascular and nervous elements which 
run along the medullary canal is of small 
practical importance, considering the low site 
of resection. It may necessitate avulsion of one 
or two teeth, but this is a minor inconvenience ; 
nor is it always necessary, since sometimes 
there are free spaces through which one can 
proceed with the demolition of bone. 

This, therefore, is the method that seems 
best to me, since it offers the surest success and 
is suitable for the correction of any type of 
prognathism. Besides, it permits one to per- 
form endoral resection. The authors concerned 
in the argument have proceeded through cu- 
taneous incisions, fearing the danger of infeec- 
tion (which may prejudice the suecessful out- 
come of the operation and become the cause of 
pseudarthrosis), and have insisted upon the 
absolute necessity of not opening the oral mu- 
cous membrane. If the removal of teeth is 
necessary, it must be executed some weeks be- 
fore the operation for prognathism. Today, 
however, with those powerful allies the anti- 


Fig. 1.—Site of osseous demolition. 
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Fig. 2.—Operative technic. 


biotics and the sulfonamides, it seems to me 
that surgeons should now revise their concepts 
and modify their technics according to the 
new resources available. 

In order to obtain a good result, it is neces- 
sary: (7) to avoid a disfiguring external scar ; 
(2) to forestall the possibility of infection ; 
(3) to measure accurately the tracts to be re- 
sected and carry out a precisely symmetric re- 
moval (unless the prognathisin is abnormally 
irregular) so that perfect dental congruity 
results, and (/) to insure exact coalition of the 
fragments in the postoperative course, so as to 
favor a good formation of callus. 

As far as the first point is concerned, it is 
evident that any cutaneous incision leaves a 
visible scar, even if particular care is taken. 
From an esthetie point of view it is therefore 
the endoral resection to which preference must 
be given. This is the method T have applied in 
my ease. The result was excellent, even though 
at the time of operation I did not have suffi- 
cient penicillin to make the accurate prepara- 
tion that seems obligatory today. The injection 
of penicillin should be started twenty-four 
hours before the operation and continued for 
an identical period during the postoperative 
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course, its use being combined with the use 
of sulfonamides. Penicillin and sulfonamides 
must also be applied locally. Oral hygiene is 
important, and the mouth must be treated pro- 
phylactically with the assistance of the den- 
tist. 

In order to be sure of achieving a resection 
which is of the correct size and symmetric, it is 
well to provide oneself with a plaster model 
taken from the patient. On this the appropri- 
ate measurements are made, after which the 
direction of the dissection and the form of the 
tract to be removed are studied. Koenig 
in order to counteract the tendency of the 
mounting branches to be displaced upward and 
inward by the action of the masseters and the 
pterygoid muscles, advised a dissection that is 
curved forward in its lower part. This has also 
the advantage of increasing the surface of con- 
tact between the two osseous tracts. Klapp and 
Perthes have stated that they perform an ob- 
lique resection, and I have done the same in 
the case here described. 

The site of osseous demolition must be chosen 
in relation to dental conformity. Generally 
there exist more or less ample zones in which 
the teeth are spaced at a distance from one 
another, and which may at times permit the 


“Fig. 3.—Operative technic. 
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resection without avulsion of teeth or with the 
sacrifice of one tooth only. Such conditions 
were present in my case. If no free spaces exist, 
it is prudent to resect in front of the premolars, 
so as to affect as little as possible the dental 
canal and the elements that traverse it. All 
authors advise removal some weeks in advance 
of any teeth that must be sacrificed; if, how- 
ever, endoral resection is performed, this pre- 
caution is not strictly necessary, and the dental 
avulsion can be done during the operation. 

The technic of endoral resection, apart from 
the small space available, is relatively simple, 
the mucous membrane and the periosteum hav- 
ing been laid bare accurately prior to their in- 
cision. A sufficient space having been created, 
the resection is executed with Gigli’s saw or by 
other means. Some authors drill holes first, 
which they join with the saw. For my patient, 
having to operate by improvised means, I was 
obliged to use the scalpel in part of the work. 

The problem of contraction is important, be- 
cause a strong displacement follows bilateral 
dissection of the mandible. At the moment in 
which separation of the bone is effected, the 
fragments must be held well fixed in position 
by an assistant, not only for this reason but to 
prevent falling of the tongue, which is attended 
with grave danger. Most surgeons do not per- 
form a bone suture but are content with accu- 
rate reconstruction of the periosteum and the 
soft parts, applying a dental ligature or a re- 
tention apparatus. I preferred to perform a 
suture. With this purpose, before demolishing 
the bone, I prepared drill holes through which 
to pass the threads. I then applied a plaster 
ferrule. For reasons of security I used a metal- 
lie thread, which was taken away by degrees as 
callus formed. I maintain, however, that when 
it is possible to assure a good position one can 
usefully avail oneself of a strong thread of cat- 
gut or other absorbable material in order to 
avoid the permanent disadvantage of a foreign 
body. The use of absorbable material appears 
particularly suitable for endoral resection, 
since it diminishes the risk of inflammation and 
postoperative osteitis. I also think it better to 
avoid use of the dental ligature to facilitate 
postoperative cleanliness in the endoral area, 
which is very important in preventing infec- 
tion. 

In general, then, the operation consists of 


503 


PETTINARI: PROGNATHISM 


Fig. 4.—Operative technic. 


the following steps (Figs. 2, 3 and 4) : 


1. Local and truncal anesthesia. 

2. Incision and clearing away of the mu- 
cous membrane. 

3. Removal of the necessary tooth or teeth. 

4. Clearing away of the periosteum and of 
the soft parts to the extent necessary to assure 
perfect liberation of the bone. 

5. Application, at sufficient distance and in 
a symmetric position, of two drill holes, one 
above and one below the segment to be removed. 

6. Resection, generally oblique, of the inter- 
mediate tract. 

7. Osteosynthesis. 

8. Suture of the mucous membrane before 
administration of penicillin and sulfonamides. 

9. Accurate immobilization by means of a 
plaster ferrule. 

Up to Step 7, the operation is executed first 
on one side and then on the other. The threads 
previously passed are fastened after the com- 
pletion of bilateral resection. 

I have applied this technie in 1 case, which is 
worthy of record because of the good result 
obtained and the particular condition under 
which the operation took place. 
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Fig. 5.—Preoperative film in case reported. 


Fig. 6.—Postoperative roentgen appearance. 


REPORT OF CASE 


D.C., a man aged 26, a physician and surgeon, 
was markedly prognathous. The family history was 
noncontributory. No dentomaxillary malformations 
existed among his relatives. The mother had had 
three normal pregnancies; 1 child died at an early 
age of measles, another of diphtheria. The patient 
was the firstborn; there was nothing significant in 
his early childhood history except measles, from 
which he recovered without consequences. He had 
had adenoids and, in the summer of 1943, catarrhal 
jaundice. From childhood he had always suffered 
from toothache, for which he had been treated 
several times by a specialist. At about the age of 
10 he had noticed that his dental arches were 
not in normal occlusion, the lower arch overlapping 
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the upper in its anterior portion. The nonoccluding 
teeth had undergone a process of decalcification, 
atrophy and a high degree of deviation as prog- 
nathism became more and more evident, producing 
marked deformity and associated with an ogival 
palate. Mastication was not normal. Since the age 
of 6 he had suffered from gastrointestinal dis- 
turbances and from constipation. 

Objective general examination revealed nothing 
abnormal. The skeletal constitution was regular; 
there existed no other osseous defect of malforma- 
tion. Roentgen examination showed a normal pit- 
uitary fossa. 

Examination of the face revealed abnormal pro- 
jection of the mandible, with a projecting and 
pointed chin. The mounting branches, however, ap- 
peared normal and symmetric; the angle of the 
mandible was regular. 

The incisors were atrophied, decalcified, pointed 
and deviated. As was quite evident from a plaster 
model and from roentgen examination (Fig. 5), 
there was a free space between the canine tooth 
and the first premolar. The oral mucous membrane 
and the tongue were normal. 

At a stomatologic institute in Naples the patient 
was advised to undergo an operation performed by 
a surgeon who specialized in this field. He there- 
fore came to me for the operation, which was per- 
formed in 1944, under special conditions. I was at 
Tarranto, blockaded because of the division of 
Italy by the Gothic Line. Since there were no hos- 
pitals in that city, I was forced to operate in the 
office of a colleague. on a common consultation 
table and with improvised instruments and tools. 

Assisted by Dr. Touf, I performed the operation 
with truneal and local anesthesia, using the technic 
previously described. I made a cuneiform bilateral 
resection in relation to the free space, sacrificing 
one canine and one premolar on the right and one 
premolar on the left. This was followed by metallic 
osteosynthesis and immobilization in a_ plaster 
chin brace. Preparation was made with sulfona- 
mides and with bismuth, since I had but 100,000 
units of penicillin available and used this during 
the postoperative course which was good, though 
there was a slight tendency toward fever. Oral 
hygiene was particularly attended to, and in the 
early period all alimentation was liquid, given 
through the retrodental space. Thirty days later, 
after a preliminary roentgen check, the plaster fer- 
rule was removed. The mandible appeared in a 
good position and well consolidated (Fig. 6). 

The functional and esthetic results were excellent ; 
the patient suffered no disturbance from the opera- 
tion except temporary paresthesia of the lower lip, 
which entirely disappeared later. 

Four years after the operation the dental oe- 
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clusion was good, Kampfer’s angle was normal and 
the face had reassumed its oval shape’ (Fig. 7). 
Since no preoperative photograph is available — 
for obvious reasons, the patient had never had 
himself photographed in profile—it is enough to 
look at the roentgen plate taken before the opera- 
tion to estimate the seriousness of the esthetic de- 
formity. Recent news of the patient indicates an 
excellent result; mastication has returned to nor- 
mal, and the digestive disturbances no longer exist. 
At the time of writing the patient is under dental 
treatment, which will improve the result still 
further. 


SUMMARY AND CONCLUSIONS 


A case of congenital prognathism is reported, 
with overgrowth of the horizontal tract of the 
mandible, the vertical tract and the upper jaw 
being normal. The patient, considering his age 
(26), was in a suitable phase for surgical treat- 
ment. The symmetric spacing of the frontal 
mandibular teeth and the existence of a free 
space between the canines and the first pre- 
molars made it logical to proceed with sym- 
metric resection of the excessive tracts of bone. 
In my opinion the endoral approach as exe- 
cuted in this case is the method of choice in 
similar eases, and the result obtained has justi- 
fied this point of view. 


RESUME 


L’auteur décrit son cas de prognathisme 
congénital résultant l’exubérance de la partie 
horizontale de la mandibule. Dans se eas, la 
partie verticale de la machoire supérieure 
était normale. Le malade, vu son age, était 
dans la phase chirurgicale. En espacant sym- 
métriquement les dents frontales de la man- 
dibule et l’existence d’un support libre entre 
les canines et les premiéres molaires on put. 
proecéder logiquement a une résection sym- 
métrique des parties exubérantes. Je maintiens 
que l’approche endo-oral que j’ai employé est 
la méthode de choix dans le cas de cette nature. 
Les résultats obtenus justifient ce point de vue. 


RESUMEN Y CONCLUSIONES 


Se comunica un caso de prognatismo con- 
génito, con crecimiento exagerado de la rama 
horizontal de la mandibula, siendo normal la 
rama vertical y el maxilar superior. En aten- 
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Fig. 7.—End result. 


cién a su edad de 26 afios, el paciente se en- 
contraba en una fase conveniente para el tra- 
tamiento quirirgico. El espacio simétrico de 
los dientes mandibulares frontales y la existen- 
cia de un espacio libre entre los caninos y los 
primeros premolares hacen l6gico proceder a 


la reseccién simétrica de las ramas éseas ex- 
cesivas. En opinién del autor, el acceso en- 
doral, como se hizo en este caso, es el método de 
eleccién para casos similares, justificando este 
punto de vista el resultado obtenido. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Zusammenfassend muss mein Fall als ange- 
borener Prognathismus mit uebermaessig 
entwickelter horizontaler und normaler verti- 
kaler Portion des Unterkiefers und mit nor- 
malem Oberkiefer bezeichnet werden. Der 
Kranke befand sich mit Hinsicht auf sein 
Alter in der chirurgischen Phase. Die sym- 
metrischen Zwischenraeume zwischen den 
Schneidezaehnen des Unterkiefers und das 
Bestehen eines freien Raumes zwischen den 
Eckzaehnen und den ersten Praemolaren liess 
es sinngemaess erscheinen, eine symmetrische 
Resektion der uebergrossen Teile vorzuneh- 
men. Ich behaupte, dass in diesen Faellen der 
von mir gewaehlte Zugang von der Mund- 
hoehle aus die Methode der Wahl ist, und 
dass das erreichte Resultat diesen Standpunkt 
rechtfertigt. 
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RIASSUNTO lesistenza di uno spazio libero fra i eanini ed 

I] caso descritto dall’A. deve essere riferito i primi premolari, l’A. ha proceduto ad una 
ad un prognatismo congenito, con esuberanza resezione simmetrica delle parti esuberanti 
della branea orizzontale della mandibola. Nor- — della mandibola per via transorale. Egli_ ri- 
mali erano invece la mascella e le branche as- tiene che in casi del genere questa sia la via 
cendenti della mandibola. Dato lo spaziamento — da_ preferirsi: i risultati ottenuti in questo 
simmetrico dei denti frontomandibolari e caso giustificano la preferenza. 


Echoes of the Past 
III. William FE. Henley, the Hospital Poet 


The depressing effects of chronic illness on the philosophic outlook is easily 
understood. When we encounter a person who preserves a cheerful attitude toward 
life in spite of deformity our admiration is aroused. 

The English poet William Ernest Henley (1849-1903) was such a person. No 
one wrote more courageously of life than he did, although he was a cripple for more 
than forty years. When he was twelve years old it was discovered that he had tubercu- 
losis of the femur. One leg was amputated, and some years later amputation of the 
other was advised. At this time Henley was twenty-four. He entered the Edinburgh 
Infirmary. where he was treated by Lord Lister. 

While in Edinburgh Hospital he wrote many of his best-known verses. His well 
known poem /nvictus has been an inspiration and a challenge to many who, like 
him, are forced to “fight under wraps” in the battle of life: 


Out of the night that covers me, 
Black as the pit from pole to pole, 
I thank whatever gods may be 
For my unconquerable soul. 


In the fell clutch of circumstance 
I have not winced nor cried aloud. 
Under the bludgeonings of chance 
My head is bloody, but unbowed. 


Beyond this place of wrath and tears 
Looms but the horror of the shade. 

And yet the menace of the years 
Finds, and shall find me, unafraid. 


It matters not how straight the gate, 

How charged with punishments the scroll, 
1 am the master of my fate: 

1 am the captain of my soul. 


Two years after leaving the hospital Henley went to London, where he became a 
literary editor. In this capacity he discovered many young writers and helped them 
toward success. The flaming courage expressed in /nvictus sustained him until he 
was forty-five, but the death of his five-year old daughter in 1894 broke his heart. 
His spirit was gone, the flame was out. He was working on a preface for the Tudor 


Bible when death overtook him on July 12, 1903.—Bernard J. Ficarra, M.D., F.1.C.S. 
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Intracanalicular Tumors of the Mammary Gland 


Clinical Diagnosis and Histopathologic Picture 


JOSE MEDINA, M.D., ann JOAO SAMPAIO GOES, JR., M.D. 
SAO PAULO, BRAZIL 


N the study of mammary pathology one en- 


counters certain cases in which diagnosis 

is difficult because there are few clinical 
manifestations of disease. Small canalicular 
tumors frequently are detected by loss of blood 
though the mammillae, the breast itself pre- 
senting a homogeneous consistency, without 
any palpable tumor. Roentgen study of the 
mammary gland is then undertaken after in- 
tracanalicular injection of an opaque contrast 
medium, and many times we have observed 
small tumors, isolated or in groups, measuring 
from a few millimeters to several centimeters 
in diameter. 

Careful analysis of the observations has been 
helpful in arriving at a knowledge of the form 
and nature of these tumors. On this basis we 
present a case of papillomatous intracanalicu- 
lar tumor and 2 cases of small rounded polyps, 
smooth-surfaced and attached to the ductal 
walls. 

As may be seen in the roentgenograms, the 
galactophorous ducts generally show eystie di- 
latation. 

In cases of papillomatous tumor the lacunar 
picture is vague and the form irregular; pol- 
yps, on the other hand, emerge clearly and 
have regular borders. Also, it is interesting 
that these tumors are situated near the mam- 
milla and are relatively superficial. 

These small tumors, when diagnosed roent- 
genologically, must be studied from the histo- 
pathologie point of view in order to determine 
which are benign and which are malignant. 
Of intracanalicular tumors and papillomatous 
tumors the most frequent are the benign intra- 
eystic papillomas, as they are called by Ameri- 
ean authors. These tumors are rather ecandle- 
like, growing within the mammary duct and 
causing dilatation. Though as a rule they are 
small, they may reach a diameter of 2 em. or 
more. Geschickter has presented eases in which 
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they attained a diameter of 5 and even 10 em. 

They consist of connective tissue, rich in 
blood vessels, covered by epithelial cells which 
attach themselves to the wall of the duct by a 
thin base. Owing to their progressive ramifica- 
tion, they assume the aforementioned candle- 
like aspect. 

Masson has described the two types of cells 
that cover the connective tissue core; cells of 
galactophorous type and sudoriparous cells. 
The first are evlindrie cells, high, large, eosino- 
philic and pyriform, with oval nuclei. The tu 
mors are encapsulated, enclosing a serous or 
serosanguineous fluid containing leukocytes 
and cholesterin crystals. 

Another pathologie entity which may pre- 
sent a growth toward the inside of the galacto- 
phorous duct is the adenose growth associated 
with chronie evstic mastopathia. It represents 
a type of epithelial intracanalicular hyper- 
plasia that may occur in a woman from 30 to 
40 vears of age. 

We have observed epithelial polystratifica- 
tion and even small intraductal papillomas. 
This is the so-called intraductal hyperplasia 
which certain authors have considered real 
neoplasia and interpreted as precancerous or 
even as actual cancer. Such a concept may be 
justified by the disorderly proliferation of the 
acinar elements, which invade the neighboring 
stroma and thus demonstrate early careinoma- 
tous change. One may observe papillary in- 
vaginations toward the inside of the duets in 
women close to the menopause. 

Besides these benign intracanalicular tumors 
there exist others which are malignant—for 
instance, the papilliferous cystocarecinoma de- 
scribed in 1898 by Selling as “proliferous 
intracanalicular carcinoma of the mamma” 
(mentioned by Geschickter). Here it should be 
mentioned that the benign intracystie papil- 
loma is classified by some pathologists, includ- 
ing Gray and Wood (cited by Geschickter) as 
a papilliferous cancer or a cancer of the duct. 
gerade I, with rare or late metastasis. This tu- 
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Fig. 1 (Case 1).—Benign intracystic papilloma. This 
is an intracanicular tumor of the papillomatous type, 
producing a negative image of irregular and somewhat 
indefinite contours. Note the cystie dilatation of the 
ducts. 


mor may appear at almost any age, having 
been malignant from the beginning, or it may 
develop in a preexisting benign papilloma. 
On the other hand, some authors, e.g., Joel 
(cited by Campbell), say that they have never 


Fig. 2 (Cases 2 and 3).—Cystic dilatation of the ducts, 
corresponding to the intracanicular polyposis (granuloma caused by a foreign element). 
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observed malignant transformation in a breast 
with loss of blood. Geschickter has observed, in 
previewing the symptoms, that in 14 per cent 
of eases of papilliferous cancer the loss of blood 
occurred, 

In differential diagnosis it is imperative that 
this type of growth be distinguished from be- 
nign intracystie papilloma. The papilliferous 
eystocarcinoma is a limited and often an en- 
capsulated growth except at one or two points, 
where it presents a friable surface interrupted 
by hemorrhagic areas. 

Ewing described these tumors as growing 
out from the cystic wall, with a dendritic vas- 
cular tendency and expansive progress. 

It is not only the papilliferous cystic aspect 
that establishes a relation between the papillif- 
erous cystocarcinoma and the benign intra- 
cystic papilloma ; the microscopic aspect also is 
important. This form of mammary cancer fre- 
quently may be observed in association with 
benign papilloma. 

Microscopic Examination. — The epithelial 
cells of the papilliferous cancer are superim- 
posed on the fibrous axles, assuming a glandu- 
lar aspect. They may be of variable size, but 
they have a moderate quantity of cytoplasm. 
In the benign intracystic papilloma the con- 


showing a negative image of clear, regular contours 
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Fig. 4.—-Photomicrograph of tumor in Case 1. 


nective tissue axles are well formed and exist 
in larger quantity than do the epithelial ele- 
ments, which are disposed in one or two layers, 
with nuclei of uniform color and size. Mitotic 
figures are rare. In the malignant papilliferous 
tumors the connective tissue axles are incom- 
pletely formed or absent, while the epithelial 
elements are exuberant, appearing in many 
layers and predominating over the connective 
tissue part. One ean still identify the basal 


membrane, frequently torn at some points, with 
the epithelial elements infiltrating the sur- 
rounding stroma. Mitotie figures are more com- 
mon here, and the dimensions and coloration of 
the nuclei are more variable. The most 
characteristic fact is invasion of the tissues by 
the cells. 

In 1 of our cases the tumor was a benign 
intracystiec papilloma, as may be observed by 
the histopathologic picture, in which one sees 


Fig. 3 (Case 1).—Photograph of the part. a 
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Fig. 5.—Photograph of affected part in Case 2. Ob- 
serve the swollen ducts and the small spherical tumors 
fixed upon their walls, 


Fig. 6.—Low power photomicrograph of tumor tissue. 


two tumors of the papillomatous type, attached 
to the wall of the duct by a pointed pedicle. 
In the other 2 cases, however, there were 
small intracanalicular tumors of diverse con- 
formation. They were small, smooth dark 
brown spheres fixed upon the wall of the duct. 
Histopathologic examination revealed small 
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granulomas composed of foreign elements, in 
which cholesterin crystals were enclosed. 

Note that in the granuloma there are numer- 
ous giant cells as well as histiocytes in the 
phagocytosis of the hemosiderotic pigment. On 
the periphery of the granuloma many new- 
formed eapillary vessels full of hematin may 
be seen, besides granulation tissue with intense 
chronie inflammatory infiltration. 

Our therapeutic policy in these cases is sur- 
gical extirpation of the galactophorous ducts 
after preliminary catheterization. This pro- 
cedure must be carried out very carefully so 
that the other glandular structures may not be 
damaged and the natural appearance of the 
breast conserved. To accomplish this, we prefer 
a cireular incision close to the areola. 

Another technic, also of great advantage, is 
intracanalicular curettage done with very small 
curets after preliminary dilation of the duct. 
This is easy to perform, permitting withdrawal 
of all the tumors without damage to the mam- 
mary gland. 

SUMMARY 

The authors discuss diagnostic criteria for 
intraecanalicular tumors of the mammary gland. 
Roentgen examination with use of a contrast 
medium is a valuable aid, but the tumors must 
still be studied histologically for an accurate 
diagnosis. Data on 3 eases are included. 


RESUME 

Les auteurs diseutent les eriteriums diagnos- 
tiques pour les tumeurs mammaires intracani- 
culaires. L’examen Roentgen avee l’emploi 
d’un medium différentiel est de valeur; néan- 
moins ces tumeurs doivent étre étudiées histo- 
logiquement afin d’obtenir un diagnostie exact. 
Trois eas sont rapportés en détail. 


RESUMEN 
Los autores discuten el eriterio diagnéstico 
para los tumores de la glandula mamaria. El 
examen con los rayos Réntgen, utilizando un 
medio de contraste, constituye una importante 
ayuda, pero los tumores deben ser estudiados 
histolégicamente para obtener un diagnéstico 

exacto. Se incluyen datos sobre 3 casos. 


RIASSUNTO 
L’A. diseute i eriteri diagnostici per i tumori 
intracanalicolari della mammella. L’esame 
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Fig. 7.—Higher power photomicrograph of tumor tissue. 


radiografico con mezzi di contrasto e’ indub- 
biamente utile, ma una diagnosi veramente si- 
cura dipende essenzialmente dall ’esame micro- 
scopico. La discussione e’ imperniata sopra tre 
casi riportati dall’A. 
ZUSAMMENFASSUNG 

Die Verfasser eroertern die diagnostischen 
Kennzeichen intrakanalikulaerer Geschwuelste 
der Brustdruese. Die Roentgenuntersuchung 
unter Verwendung eines Kontrastmittels ist 
ein wervolles Hilfsmittel, zur Stellung einer 
genauen Diagnose ist jedoch eine histologische 
Untersuchung der Geschwulst erforderlich. 
Die Arbeit enthaelt die Daten von drei Fael- 
len. 
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The Outlook for Patients With Leiomyomas 


of the Stomach 


L. H. APPLEBY, M.D., F.R.C.S. (Eng.), F.R.C.S. (Can.), F.A.CS., F.LCS. 
VANCOUVER, B. C. 


NCOUNTERING leiomyoma of the stom- 
ach is a comparatively uncommon expe- 
rience in the lifetime of any one surgeon. 

Cumulatively, however, a large number of 
cases are recorded. The purpose of this presen- 
tation is to place on record 6 cases hitherto 
unreported. 

Leiomyomas are single or multiple tumors 
of mesoblastie origin, growing from smooth 
muscle tissue and therefore occurring in any 
part of the body where smooth muscle tissue 
is present. In the stomach they may project 
either as submucous or as subserous nodules, 
much as they do in the uterus. They are not 
particularly uncommon in the stomach—they 
constitute about half of all benign tumors of 
that organ, in which about 1 per cent of all 
tumors are benign. 

Symptoms.—These tumors are generally 
quiescent until their presence is revealed by 
some incident, usually a severe hemorrhage. 
(Ball-valve obstructions have been recorded 
by Matas ;' all writers record secondary anemia 
of moderate degree, and occasionally vague 
digestive distress may be a feature.) Their 
discovery is invariably the result of roentgeno- 
graphic, gastroscopic or open surgical exami- 
nation. 

Roentgen Picture. — Roentgenographically 
the picture is usually typical—a well cireum- 
seribed nodule or nodules of varying sizes, 
usually the size of an egg or larger, creating a 
filling defect, usually with pliant gastri¢ walls, 
mobile curvatures, absence of fixation, no as- 
sociated spasm and frequently a superimposed 
ulcer erater, which, after evacuation of the 
stomach, may remain as a barium rest (Fig. 1). 

Gastroscopic Appearance.—The picture is 
usually definite—a submucous tumor which 
has smoothed out the overlying rugae, with 
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frequently normal adjacent mucosa. Sears 
may often be observed on the dome or sides of 
the tumor, indicative of healed past ulceration, 
and fresh ulcer craters may be present, usually 
on the dome. They are frequently multiple. 
They are usually sessile but occasionally 
bluntly pedunculated. 

Ulceration.—Uleers occurred in all my eases, 
though in Case 2 there were 14 leiomyomas, 
of which only 2 showed ulcerated surfaces. 
Uleers are usually clean-lipped, punched-out 
types. They give the appearance of the present- 
ing cervix uteri when seen gastroscopically 
(Figs. 2 and 3). 

Hemorrhage.—In 4 of the 6 cases the initial 
symptoms were due to sudden, unheralded, 
devastating hemorrhage. The presence of gas- 
trie pathologie change had hitherto been un- 
suspected. In 2 cases the hemorrhage was 
severe ; in 2 it was moderate, and in the remain- 
ing 2 there was no clinical bleeding. In all 


Fig. 1 (Case 2).—Bizarre appearance of multiple 
leiomyosarcoma, 
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the cases occult blood was present in the stools, 
and a fairly high degree of secondary anemia 
was a constant observation even in the 2 pa- 
tients who had not bled clinically. 

Nutrition and Gastric Acidity.—All of the 
patients except the one in Case 2 showed a 
good state of nutrition. The patients in Cases 
2 and 5 had achlorhydria; the patient in Case 
6 had a high normal acid reaction; the other 
3 patients showed depressed secretory func- 
tion, free acid being present without histamine 
stimulation. The average maximum value for 
those who had any acid was 26. 

Ser and Age.—The sexes were evenly dis- 
tributed—the oldest patient (Case 2) was 63, 
and the youngest (Case 6) was 32. The others 
were middle-aged. 

Incidence.—Six instances have occurred 


among 968 patients I have treated by gastric 
resection in the past twenty years: 


Prolapsing gastric mucosa.... 9 
6 


This would appear to support Chaffin’s idea? 
that the incidence of this disease is increasing, 
but it is more likely that its recognition has 
become more frequent. 

Malignant Degeneration.—This had oceurred 
in 3 of the 6 cases—but the 3 patients, all 
men, had leiomyosarcomas, while the other 3, 
all women, had leiomyomas. Grossly, at opera- 
tion I was unable to detect any difference be- 
tween the tumors that were malign and those 
that were benign. It is apparent from the pub- 
lished records of experiences of other sur- 
geons (Lahey and Coleock ;° Behrend ;* Chris- 
topher Horsley and Berger;® Lemon and 
Broders Schindler Marvin and Walters ;° 
Harrington and Moerseh'’), as well as from 
my own, that sarcomatous degeneration of leio- 
myomas of the stomach is infinitely more com- 
mon than that of their counterparts in the 
uterus, bowel or esophagus. 

Diagnosis—Confusion usually centers 
around gastric polyps but occasionally may 
involve some of the more rarely encountered 
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Fig. 2 (Case 5).—Ulcerative leiomyosarcoma. (Cour- 
tesy of Dr. W. HT. Clarke, New Westminister, B.C.) 


tumors, such as lipomas, neurofibromas, der- 
moids, hemangiomas and gummas. One would 
not expect the diagnostic pattern of leiomyo- 
mas of the stomach to follow the pattern set 
by gastric polyps. The latter are adenomatous 
mucosal lesions almost invariably associated 
with achlorhydria. Leiomyomas are of meso- 
blastic origin and affect secretions and muco- 
sal functions only secondarily. Gastrosecopic 
determination of the malignaney or benignity 
of gastric polyps carries a high degree of ac- 
curacy, but this does not apply to leiomyomas. 
However, leiomyomas in the antral portion of 
the stomach, associated with normal acidity 
and adjacent normal mucosa, are probably 
benign; whereas if they occur in the fundal 
area, the corpus or the greater curvature and 
are associated with achlorhydria and atrophic 
mucosa, they should be regarded as malign 
until proved otherwise. Ulceration of growths 
or polyps is not pathognomonic of malignancy, 
nor is multiplicity, but growth and recent 
change in size, color or expansion are definitely 
suggestive. The presence of gastric polyps or 
pedunculated tumors may confuse a diagnosis 
of carcinoma or pernicious anemia, to which 
they may be irrelevant. 

Procedure.—On 3 of my patients extensive 
resections were performed. Two of the tumors 
proved benign; the other 3 were treated by 
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wedge resection or “peeling out.” Two of these 
were subsequently proved malign. In Cases 1 
and 2 operations were performed which would 
now be considered inadequate. In Case 6 a 
lesser operation might have sufficed. In Case 
3 an associated supravaginal hysterectomy was 
done, the gastric tumor being removed inci- 
dentally. In Case 4 an associated hiatus hernia 
was successfully repaired. 

Operative Mortality—None of the patients 
died. 

Results—All patients are alive and well. 
The three leiomyosarcomas have not recurred 
over a period of twelve years, seven years and 
nine months respectively. The 3 patients with 
benign tumors are well and symptomless. 


REPORT OF CASES 


Case 1.—A man aged 53 was first seen in the 
hospital in November 1937, with severe gastric 
hemorrhage of symptomless origin. He had had 
some vague indigestion; a “course of iron” for 
anemia had been given the preceding year. The 
value for hemoglobin was 44 per cent. After two 
weeks’ restorative treatment a rounded, egg-sized, 
sharply delineated tumor was observed roent- 
genologically on the middle of the greater curva- 
ture. A test meal showed a low normal level of 
free hydrochloric acid. The tumor was removed by 
wedge resection. Recovery was complete. The 
pathologie diagnosis was leiomyosarcoma, with 
recent ulceration of the surface and vascular ero- 
sion. In 1947 the patient was symptomless and in 
good health. There had been no recurrence. 

CasE 2.—A man aged 63, reputed to be the 
heaviest drinker in the Yukon (two-bottle-a-day 
man) complained of weight loss, secondary anemia 
and gastric distress in 1942. There were definite 
myocardial changes, cataracts and renal changes. 
The value for hemoglobin was 57 per cent. Occult 
blood was observed in the stools. There was ocea- 
sional vomiting. 

Roentgen examination revealed the bizarre ap- 
pearance shown in Figure 1. The diagnosis was 
multiple leiomyomas involving the whole fundus 
of the stomach, the lower part of the esophagus 
and the corpus of the stomach. Achlorhydria was 
present. At operation, 14 tumors of the submucous 
type, the size of tennis balls, were observed. They 
were associated with a second highly vascularized 
tumor of the angiomatous type on the greater 
curvature. Two of the tumors had ulcerated sur- 
faces; 5 showed evidence of past ulceration, which 
had healed. Twelve were removed by submucous 
“strip resection; 2 others and the angioma by 
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wedge resection. The postoperative course was 
stormy, chiefly because of the patient’s person- 
ality, but he made a good recovery in spite of him- 
self. In 1949, five years and seven months later, 
he was alive but not well. He has refused any 
further consultation with doctors. His son states 
that his condition is stable from a gastric stand- 
point but that he is a museum specimen in every 
other way. 

The pathologie diagnosis was ulcerative leiomyo- 
sarcoma and anglosarcoma. 

Case 3.—An unmarried woman aged 44 con- 
sulted me in June 1943 for a large mass of uterine 
fibroids above the umbilicus and secondary anemia 
due to metrorrhagia and menorrhagia. There was 
some “gas” in the stomach, due to pressure—no 
other relevant features were detectable. The value 
for hemoglobin was 66 per cent. There was a 
normal free hydrochloric acid level. No gastric 
series of roentgenograms was taken. 

Supravaginal hysterectomy was performed. A 
low-lying visceroptotic stomach was easily de- 
liverable through the long incision. A single egg- 
sized nodule was observed on the greater curva- 
ture and removed by wedge resection. There was a 
small deep ulcer on the mucosal surface. The 
pathologie diagnosis was ulcerative leiomyomas, 
with no evidence of malignant change. 

The patient was alive, well and symptomless in 
1949. 

Case 4.—A woman aged 56 was first seen in 
August 1943, with sudden devastating hemorrhage 
believed to be from an esophageal varix. There 
was no previous relevant history, and no symptoms 
were present except moderate secondary anemia. 
The patient’s blood had been examined for per- 
nicious anemia some months before. No gastric 
roentgenograms were taken at this time. Injee- 
tions of liver were given, as well as hydrochloric 
acid for hypochlorhydric secretions. The value 
for hemoglobin was 40 per cent. Treatment for 
shock and restorative care were given. Roentgen 
examination twelve days later showed a clear-cut, 
orange-sized tumor on the greater curvature, near 
the fundus, and a small hiatus hernia. Operation 
was performed in September and consisted of a 
sleeve resection of the middle and upper thirds of 
the stomach, gastrogastrostomy and repair of the 
hiatus hernia. Recovery was uneventful. The path- 
ologie diagnosis was ulcerative leiomyomas, with 
no evidence of malignancy. 

The patient was alive and well in 1949. 

Case 5.—A man aged 57 was seen in the New 
Westminster Hospital in consultation with Dr. W. 
H. Clarke on Jan. 1, 1949. There was severe 
gastric hemorrhage. The value for hemoglobin was 
41 per cent. There were copious tarry stools. The 
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patient was a tall man and weighed 135 pounds 
(61.2 Kg.). He had always been healthy. His fluid 
intake had always been low. He had been in bed 
for two days with “flu,” and it was during this 
time that the hemorrhage had occurred. There was 
no pain and no warning of any gastric lesion. 
Restorative care was given until February. 

Roentgen examination revealed a_prepyloric 
lesion, which was diagnosed as malignant. Achlor- 
hydria was present. Operation was performed in 
February. On the lesser curvature, in the prepy- 
lorie region, there was a rounded mass, unattached 
to the serosa. A diagnosis of ulcerative leiomyosar- 
coma was made. Radical resection of four-fifths 
of the stomach was done. Recovery was un- 
eventful. The pathologie diagnosis was ulcerative 
leiomyosarcoma of low grade. 

The patient returned five months later for sur- 
gical repair of a left inguinal hernia, but his 
gastric condition was excellent when he was last 
heard from, a month before the time of writing. 

Case 6.—A woman aged 32 was seen in con- 
sultation with Dr. Therrien in West Vancouver in 
February 1949. She had been at home in bed 
with “flu” and had begun to vomit dark blood. 
Examination at the hospital revealed the hemor- 
rhage to be definite but not serious. Roentgen ex- 
amination in December 1948, before she left the 
hospital, showed a mucosal ulcer. Another roentgen 
study in February 1949 revealed a healing ulcer 
but also a polypoid tumor, close to the old lesion 
and also ulcerated. Hyperchlorhydria was present, 
the level of hydrochloric acid going as high as 62. 
In view of the high degree of acidity an adenoma- 
tous type of mucosal polyp was considered im- 
probable. The diagnosis was ulcerating leiomyoma. 
At operation a polypoid tumor with ulcerated 
surface, about the size of the cervix uteri and re- 
sembling it, was observed close by a shallow heal- 
ing ulcer. The lower three-fourths of the stomach 
was resected. The pathologie diagnosis was ul- 
cerative leiomyoma of the gastrie wall with super- 
imposed mucosal ulcer. The patient was alive and 
well in October 1949. 


SUMMARY 


The prognosis of leiomyomas is approached 
with mixed feelings. It is impossible to esti- 
mate what percentage of unsuspected quies- 
cent tumors go on to ulceration, hemorrhage 
or malignancy. 

Hemorrhage may definitely be expected if 
such tumors are known to exist. 

The grade of malignancy is probably very 
low. 

Two of my earliest cases were not treated as 
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I would treat malignancy nowadays, yet both 
of the patients are alive and well years later. 

Sound surgical judgment would recommend 
local resection when there is associated acid 
and the adjacent mucosa is otherwise normal : 
wide radical resection in the presence of as- 
sociated achlorhydria, atrophic mucosa or 
other stigmas, and wide resection in all doubt- 
ful cases. 


RESUME 


Le pronostic des leimyomes demande a _ ré- 
fléchir. Il est impossible de déterminer le 
pourcentage de tumeurs apparemment indo- 
lores que evoluent vers luleération, ’hémmor- 
hagie ou la malignité. 

Avee le diagnostic de ces tumeurs, il faut 
s’attendre a ce que lhémorrhagie survienne. 

Le dégré de malignité est probablement 
trés bas. 

Deux de mes premiers malades, que je n’ai 
pas soumis au traitement que j’emploie de nos 
jours pour les tumeurs malignes sont aprés 
beaucoup d’années bien portants. 

Le jugement chirurgical recommande la ré- 
section locale de tous les cas associés avee une 
muqueuse acide et autrement normale et une 
resection radical le étendue dans tous les cas 
associés avee l’achlorhydrie, une muqueuse 
atrophiée ou avec d'autres stigmates et une 
résection étendue dans tous les cas de nature 
douteuse. 


Fig. 3 (Case 6).—Simple ulcerative leiomyoma. 
(Courtesy Dr. Therrien, West Vancouver, B.C.) 
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RESUMEN 


El! prondéstico de los leiomiomas es abordado 
con eriterio mixto. Es imposible estimar el 
poreentaje de los tumores quiescentes inso- 
spechados que evolucionan a la ulceraci6on, la 
hemorragia o la malignidad. 

La hemorragia puede esperarse desde luego 
si se sabe que existen dichos tumores. 

El grado de malignidad es probablemente 
muy bajo. 

Dos de los primeros casos del autor no 
fueron tratados como trataria actualmente los 
de caracter maligno, encontrandose anos mas 
tarde aun vivos y bien. 

Cierto criterio quirtirgico recomendaria 
la reseecién local en casos con mucosa adya- 
cente Acida o normal, la reseccién radical am- 
plia en todos los casos con aclorhidria, mucosa 
atrofica u otros estigmas, v la reseccién am- 
plia en todos aquellos easos dudosos. 


ZUSAMMENFASSUNG 


Die Frage der Prognose der Leiomyome 
wird mit geteilten Gefuehlen angeschnitten. 
Es ist unmoeglich abzuschaetzen, zu welchem 
Prozentsatz unverdaechtige symptomlose Tu- 
moren zur Geschwuersbildung, zu Blutungen 
oder zu Boesartigkeit fuehren koennen. 

Blutungen koennen, wenn das Vorhanden- 
sein soleher Geschwuelste bekannt ist, unbe- 
dingt erwartet werden. 

Der Grad der Boesartigkeit ist wahrschein- 
lich ein sehr niedriger. Zwei meiner fruehesten 
Faelle wurden nicht so behandelt wie ich 
heutzutage eine boesartige Geschwulst angrei- 
fen wuerde; trotzdem sind beide heute nach 
Jahren am Leben und gesund. 

Vernuenftige chirurgische Beurteiler duerf- 
ten in Faellen, wo Saeure vorhanden ist und 
die angrenzende Schleimhaut normal er- 
scheint, lokale Exzision vorsehlagen, in allen 
Faellen, die mit Saeuremangel, atrophischer 
Sechleimhaut und anderen Stigmata einher- 
gehen, eine ausgiebige Radikalresektion und 
in allen zweifelhaften Faellen eine umfan- 
greiche Resektion empfehlen. 
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RIASSUNTO 


La prognosi dei leiomiomi e’ tuttora incerta. 
E’ impossibile determinare — in anticipo — 
quanti e quali di questi tumori, rimasti in una 
fase di latenza, daranno poi luogo ad ulcera- 
zioni, emorragie, 0 si trasformeranno in tumori 
maligni. La maggiore probabilita’ e’ quella di 
emorragie. La trasformazione in tumori malig- 
ni e’ invece molto rara. L’A. ricorda due casi 
del genere, occorsi anni or sono, non curati 
radicalmente, ma tuttora vivi ed apparente- 
mente sani. 

In via di massima, nei casi in cui la mucosa 
cireostante non rivela alterazioni, con valori 
normali dell’acido cloridrico, una resezione 
locale e’ sufficiente. Se la mucosa e’ atrofica o 
comunque alterata, mentre coesiste un’ana- 
cloridria, una resezione radicale s’impone in- 
vece al chirurgo. Nei casi dubbi, si potrebbe 
ricorrere ad una resezione sufficientemente 
ampia. 
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Immediate Ambulation After Celiotomy 


CARROLL J. BELLIS, M.S., M.D., Ph.D., F.A.C.S., F.1.C.S., D.I.B.S. 
LONG BEACH, CALIFORNIA 


LTHOUGH the statement may appear 
repetitious, it must be recalled that 
permitting the patient who has under- 

gone a major abdominal operation to be fully 
ambulant two or three hours later is not an 
innovation. The practice of surgery, however, 
by persons unschooled in the basic concepts of 
asepsis, rigid hemostasis, anatomically correct 
incisions, and the benefits of nonabsorbable su- 
tures has eventuated in a regimen of prolonged 
bed rest ostensibly designed to avert wound 
dehiscence or frank evisceration. This prac- 
tice, however, is not viewed favorably by most 
trained surgeons. 

Boldt’ in 1907 reported a series of 384 
celiotomies in which full ambulation was per- 
mitted within twelve hours after operation ; in 
2 cases of this group mild transitory phlebitis 
developed. During the next two years Kiim- 
mell? reported favorable results. Since then, 
many reports have appeared suggesting better 
results than those obtained in patients re- 
stricted to bed (Bellis;* Bier, Braun, and 
Kiimmell;* Fisher and Bureh;? Nelson and 
Collins ;° MeClosky and Lehman; D’Ingi- 
anni;* Chalier;° Patricelli;'° Campeanu ;"! 
Campeneau and Papp;'? Floercken; '* Woh- 
leben ;'* Clairmont ;'° Abel ;'® Ries ;1* Zimmer- 
man!*), 

Effects of Prolonged Recumbency.—Many 
surgeons have favored rest in bed as an ad- 
juncet to promoting the strength and coaptation 
of recent wounds, believing that by this means 
a new wound would be less likely to break 
open. Bloodgood’® used plaster encasements to 
immobilize patients with herniorrhaphy 
wounds. 

Henle*’ in 1908 had employed “Spazier- 
gang im Bett” to avoid venostasis in the lower 
extremities, and later Frimann-Dahl*! demon- 
strated roentgenographically that the venous 
return from the lower extremities was retarded 
after celiotomy, a fact which he attributed to 
abdominal distention and inactivity. These 
observations were confirmed by Smith, Allen 
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and Craig.?” who showed that exercise and 
elevation of the lower extremities counteracted 
this effect. In fact, Potts and Smith** discov- 
ered that muscular contraction in the lower 
extremities increased the volume flow of blood 
in the inferior vena cava 250 per cent. 

Realizing that the most important single 
cause of pulmonary embolism, thrombophle- 
bitis and phlebothrombosis is retarded venous 
circulation in the lower extremities (Barnes ;** 
Silberberg®’), my colleagues and I at the Uni- 
versity of Minnesota*® found that the venous 
return from the lower extremities was im- 
peded by intestinal distention and that almost 
no venous return could be observed with the 
patient in Fowler’s position. Under these cir- 
cumstances, however, it was shown that ele- 
vation of the lower extremity or vigorous 
movement of the foot impelled the blood 
toward the heart. 

Equally important to venous return is dia- 
phragmatie excursion. The reduced vital 
capacity after celiotomy has been described 
by Churchill and MeNeil.?* Even under nor- 
mal conditions the recumbent position reduces 
vital capacity about 15 per cent, the pressure 
of the viscera against the inferior surface of 
the diaphragm diminishing diaphragmatie ex- 
cursion remarkably. In the upright position 
the diaphragm descends freely. Powers** em- 
phasized the importance of this hypoven- 
tilation to pulmonary complications, and 
Coryllos*® showed that the recumbent position 
decreases the efficiency of the cough reflex. 
It must be recalled that muscular exertion 
alters the blood in such a way as to cause 
stimulation of the respiratory center (Barman, 
Consolazio, and Moreira*’). 

Effects of Immediate Ambulation.—Piorry*' 
in 1826 demonstrated that cireulation in the 
lower extremities was impeded in the stand- 
ing-still position, a phenomenon which since 
has been submitted to extensive investigation 
(Thompson, Alpers and Thompson ;** Bock, 
Dill and Edwards**). In the walking person 
venous blood is being propelled toward the 
heart. In the sitting or standing patient blood 
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is stagnant in the lower extremities—ideal con- 
ditions for production of thrombosis, phlebitis 
and embolism. During the fourteen or sixteen 
days after celiotomy it is less dangerous in 
this respect to enforce recumbency than to 
permit sitting or standing still. In fact, early 
postoperative sitting in a chair may be disas- 
trous. 

Immediate ambulation does not imply sit- 
ting or standing. It means walking about the 
corridors of the hospital as soon as the narcosis 
of general anesthesia has disappeared, or, in 
the case of spinal anesthesia, as soon as move- 
ment of the lower extremities is under good 
control. It includes self toilet, dressing and 
feeding. Sitting in a chair is permitted only 
at meal times; at other times the patient is 
instructed to walk briskly or to lie in bed. The 
reasons for this regimen are explained pre- 
operatively and postoperatively to the patient, 
who is told that it is designed to prevent res- 
piratory complications, phlebitis and embolism. 
Very briefly, the physiologic nature of walk- 
ing as it affects respiration and venous return 
is explained to the patient, and any fears he 
may express concerning sound separation are 
allayved. 

Some surgeons require their patients to walk 
to and from the operating room, continuing 
frequent and vigorous ambulation thereafter 
(Rieard Cvyitanoviteh ;* Correa Pas- 
chaud Mermingas Havlicek*’). This is 
possible when the operation has been per- 
formed with local anesthesia. 

Advantages of Immediate Ambulation.— 
With immediate ambulation the following 
benefits appear to accrue: 

1. Thrombophlebitis, phlebothrombosis and 
embolism are almost eliminated (Ochsner and 
Debakey Kunz;"!) Schumacker Stich; 
Bergquist ;* Zava*’). Newburger*® pointed out 
that, if thrombosis and embolism are not pre- 
vented, at least a cataclysmic accident is 
averted. Of 383 appendectomized patients 
whom Leithauser and Bergo" permitted to be- 
come ambulant within thirty-six hours, none 
had pulmonary or circulatory complications. 

2. Wound healing is aecelerated and fibro- 
plasia is increased (Newburger**), the wounds 
healing more benignly (Kohlschuetter*’). 

3. Tidal volume and the ventilation coef- 
ficient are increased (Kaltreider and Me- 
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Cann Leithauser*'). 

4. Hollow viseus atony rarely is seen 
(Boldt Hartog;°* Krecke*'), less frequent 
catheterization and nasal suction (Spang and 
and fewer enemas (D’Ingianni**) 
being required. Spontaneous bowel movements 
are more frequent, and there is less nausea and 
vomiting. 

5. <Asthenia is avoided, normal muscle tone 
is retained, the patient’s morale is elevated, 
his care is simplified, there is strikingly less 
postoperative pain (as is apparent from the 
few administrations of narcotic) convalescence 
is accelerated, and there is earlier return of 
working ability. 

6. There is financial economy coincident 
with shortened hospitalization; hand in hand 
with this is the greater availability of hospital 
beds. 

Oceasionally a complication is explained as 
due to immediate ambulation, when actually it 
may be due to delay in ambulation. If ambula- 
tion is not allowed immediately after opera- 
tion, it should be deferred until any thrombus 
in the lower extremities is well organized. The 
statement occasionally heard that ambulation 
on the third or fourth postoperative day is 
“early enough” is not tenable, since 50 to 80 
per cent of pulmonary complications are estab- 
lished within the first twenty-four hours after 
celiotomy (Henle;* Cutler and Hoerr®*). It 
has been shown that if walking is postponed 
to the second or the third day the incidence 
of thrombosis is increased (von Jaschke’’). 
Furthermore, wounds sutured with catgut are 
dangerously weak on the third and fourth 
postoperative days (Localio, Casale and Hin- 
ton®’), the sutures themselves being weakest on 
the tenth day. 

Personal Experiences with Immediate Am- 
bulation—During the past eight years, full 
ambulation within five hours after return from 
the operating room has been permitted after 
each of 832 celiotomies performed by myself 
(Table 1). Usually, walking was instituted 
two or three hours after operation, and occa- 
sionally, if the operation had been performed 
with local anesthesia, the patient was not re- 
turned to bed. In patients requiring nasal 
suction, as after gastric resection, the tube is 
disconnected from the suction apparatus to 
permit ambulation. The patient is not offered 
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a bedpan or a urinal at any time, but is helped 
out of bed so that he may walk to the toilet. 
This period is utilized for coughing and deep 
breathing and for walking about in the cor- 
ridors; in this way a fairly long walk is taken 
at least four or five times during the first post- 
operative twenty-four hours. With this regi- 
men a patient recovering from appendectomy 
or inguinal herniorrhaphy, for instance, may 
miss only one postoperative meal, the regular 
diet being encouraged and usually accepted 
by the patient. 

Patients who have undergone gastric resec- 
tion are discharged from the hospital on the 
fifth postoperative day ; those recovering from 
appendectomy, herniorrhaphy or pelvic opera- 
tions are dismissed the same day or a day or 
two after operation and instructed to carry on 
their usual work. Cholecystectomy patients are 
discharged two or three days after operation. 
Patients return to the office as outpatients for 
removal of the skin sutures and are told to 
walk often and vigorously for sixteen days 
after operation, when the incidence of pul- 
monary embolism appears to be negligible. 

In every case in this series interrupted fine 
silk sutures were used for vascular ligation 
and closure except in those wounds in which 
through-and-through stainless steel wire was 
used, since the inflammatory exudate about 
catgut is known to weaken the suture line. 
The tension on transverse abdominal incisions 
being minimal (Rees and Coller®'), this type 
of incision was used almost always, vertical in- 
cisions being avoided because of the high inci- 
dence of hernia associated therewith. In cases 
in which the patient was first brought to my 
attention after prolonged preoperative con- 
finement in bed, ambulation was encouraged 
preoperatively if practicable. Spinal anesthe- 
sia rarely was used. The anesthetic procedure 
usually consisted of pentothal sodium induc- 
tion followed by administration of eyelopro- 
pane. 

Every effort is made to correct ascorbie¢ acid, 
protein, mineral and water deficiencies pre- 
operatively and to maintain these ancillary 
measures after operation. Twenty complica- 
tions (Table 2) occurred, none of which were 
thrombophlebitis or pulmonary embolism. Of 
this number, 9 were minor wound complica- 
tions which did not interfere appreciably with 
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TABLE 1.—Celiotomies in Which Ambulation Was 
Permitted Within Five Hours After Operation 


Number of 
Patients 


Type of 
Operation 


9 
91 


Abdominoperineal proctosigmoidectomy 
Appendectomy 
Cholecystectomy 
Choledochotomy 
Colectomy, partial 
Colostomy 
Esophagogastrectomy 
Exploratory Celiotomy 
Gastric resection: 

Total 

Subtotal 
Hepatorrhaphy 
Herniorrhaphy : 

Inguinal 

Incisional 

Femoral 

Umbilical 

Epigastric 

Paraesophageal 
Hysterectomy 
Oophorectomy; salpingectomy; uterine 

Orchiopexy 
Pancreatoduodenectomy 
Resection of sigmoid 
Splenectomy 
Splenorenal shunt 


Total 


healing. Six deaths occurred. Incisional hernias 
were not observed. As Nelson®® stated, those 
who oppose immediate ambulation are those 
who have had no experience with it; the poor 
results obtained by those who ignore its eri- 
teria do not constitute a reason for condemning 
the plan or inveighing against it. 


SUMMARY AND CONCLUSIONS 


The detrimental effects of prolonged recum- 
beney after celiotomy and the physiologic ad- 
vantages of immediate ambulation are re- 
viewed. From a survey of the pertinent litera- 
ture it appears that immediate ambulation af- 
fords a striking decrease in respiratory and 
circulatory complications (pneumonia, atelec- 
tasis, thrombophlebitis, phlebothrombosis and 
pulmonary embolism) ; wound healing is aceel- 
erated and the patient’s comfort and economy 
are augmented. Ambulation is differentiated 
from standing at the bedside or sitting in a 
chair, which may be harmful. The surgical 


89 
15 
16 
20 
5 
6 
17 
5 
306 
83 
18 
13 
3 
46 
| 26 
5 
4 
832 
; 


NOVEMBER, 1950 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


TABLE 2.—Complications Occurring in 832 Celiotomies: Patients Ambulatory Within Five Hours After Operation 


oi Diagnosis Operation Complications Result 
Carcinoma of cardia with Esophagogastrectomy; sple- Atelectasis, pneumonia, de- Death 
malnutrition nectomy; partial pancrea- hiseence of abdominal por- 


tectomy tion of wound 


Careinoma of cardia and Esophagogastrectomy; sple- Failure of esophagojejunal Death 

lower esophagus nectomy; partial pancrea- suture line; empyema; de- 
tectomy hiscence of abdominal 

portion of wound 


Death 


Bowel obstruction 


Abdominoperineal procto- 
sigmoidectomy 


Carcinoma of sigmoid 


Carcinoma of hepatic flexure Cecostomy Peritonitis Death 
with complete colonie ob- 


struction; obesity 


Pneumonia, phlebothrom- Death 
bosis; failure of duodenal 
closure 


Gastric resection 


Duodenal ulcer with obstrue- 
tion 


Duodenal ulcer with obstruc- Gastric resection Coronary occlusion Death 
tion; obesity 


Duodenal ulcer with obstrue- Gastric resection Hematoma in subcutaneous Evacuation; secondary 
tissue suture; cure 


tion 


Portal cirrhosis with eso- — Splenorenal shunt Wound dehiscence Secondary suture; cure 


phageal varices 


Cholelithiasis Cholecystectomy Localized wound infeetion Evacuation of infected 
hematoma; cure 


Cholelithiasis Cholecystectomy Localized wound infeetion Evacuation of infected 
hematoma; cure 


Choleeystectomy Localized wound infection Evacuation of infected 
hematoma; cure 


Cholelithiasis 


Cholelithiasis Cholecystectomy Localized wound infection Evacuation of infected 
hematoma; cure 


Inguinal hetnia Herniorrhaphy Hematoma in subcutancous Evacuation; cure 
tissues 


Herniorrhaphy Hematoma in subcutaneous Evacuation; cure 


tissues 


Inguinal hernia 


Inguinal hernia Herniorrhaphy Wound infection Evacuation; cure 


Inguinal hernia Herniorrhaphy Wound infection Evacuation; cure 


Inguinal hernia Herniorrhaphy Recurrence Reoperation; cure 


Inguinal hernia Herniorrhaphy Recurrence Reoperation; cure 


Leiomyoma uteri Total hysterectomy Localized wound infection Evacuation; cure 


Orchiopexy Hematoma in subcutaneous Evacuation; late su- 
tissues ture sinuses; exci- 
sion of sinuses; cure 


Cryptorchidism 
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criteria which must be met before immediate 
ambulation can be employed with benefit are 
described. Complications occurred in twenty 
of 832 celiotomies, ambulation having been 
permitted in each case within five hours after 
operation. 


SOMMAIRE ET CONCLUSIONS 


Les effets nuisibles de prolonger le séjour 
au lit du malade aprés une celiotomie et les 
avantages physiologiques de l’ambulation im- 
médiate sont passés en revue. D’une étude de la 
littérature du sujet, il apparait que de l’ambu- 
lation immédiate résulte une diminution mar- 
quée des complications. Circulatoires (pneu- 
monie, atélectase, thrombophlébite, phlébo- 
thrombose, et embolisme pulmonaire); la 
guerison de la plaie est accélérée, l’economie 
et le confort du malade sont augmentés. L’am- 
bulation différe de la station debout pres du 
lit ou assise dans une chaise; l’auteur décrit 
les eritéres chirurgicaux qui doivent étre 
étudiés pour pouvoir employer l’ambulation 
immédiate avee bénéfice. Des complications ne 
survinrent que dans 20 des 832 celiotomies; 
Vambulation ayant été permise dans chaque 
cas cing heures aprés l’operation. 


RESUMEN Y CONCLUSIONES 


Se revisan los efectos perjudiciales del re- 
poso prolongado después de la celiotomia y las 
ventajas fisioldgicas de la ambulacién inme- 
diata. Como resultado de un examen de la 
literatura sobre el particular, parece que la 
ambulacién inmediata produce una sorpren- 
dente disminucién de las complicaciones respi- 
ratorias y circulatorias (neumonia, atelectasia, 
tromboflebitis, flebotrombosis y embolismo pul- 
monar), acelera la curacién de la herida y 
aumenta la comodidad y economia del paciente. 
La ambulacion se diferencia de la posicién de 
pie junto al lecho o sedente en una silla, que 
puede ser perjudicial. Se describe el criterio 
quirtiirgico que debe observarse antes de que 
la ambulacién inmediata pueda ser empleada 
con beneficio. Ocurrieron 20 complicaciones en 
832 celiotomias, habiéndose permitido la am- 
bulacién en cada caso dentro de las cineo horas 
después de la operacion. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Die schaedlichen Folgen eines langen Kran- 
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kenlagers nach Laparotomien und die physio- 
logischen Vorzuege des unverzueglichen Mo- 
bilisierens des Kranken werden eroertert. Aus 
dem Studium der diesbezueglichen Literatur 
geht hervor, dass das unverzuegliche Ambul- 
antmachen zu einer auffaelligen Abnahme der 
Komplikationen seitens der Atmungs—und 
Kreislauforgane (Pneumonie, Atelektase, 
Thrombophlebitis, _Phlebothrombosis und 
Lungenembolie) fuehrt; die Wundheilung 
wird beschleunigt, das Wohlbefinden des Pa- 
tienten wird gesteigert und seine wirtschaft- 
lichen Kraefte werden beruecksichtigt. Am- 
bulisierung wird unterschieden vom Aufrecht- 
stehen neben dem Bett oder vom Aufsitzen im 
Stuhl, was schaedlich sein kann. Es werden 
die chirurgischen Kriterien beschrieben, die 
erfuellt sein muessen, bevor unverzuegliche 
Ambulisierung mit Nutzen angewandt werden 
kann. In achthundertzweiunddreissig Faellen 
von Laparotomien, in denen durechweg das 
Umherlaufen innerhalb von fuenf Stunden 
nach der Operation gestattet worden war, 
kamen zwanzig Komplikationen vor. 


RIASSUNTO 


Analizza gli effetti dannosi di una degensa 
prolungata dopo celiotomia: i benefici, per 
contrapposto, di un’immediata deambulazione 
(gia’ 5 ore dopo l’operazione). Da una ras- 
segna della letteratura risulta che quest’ultima 
consente una notevole diminuzione nella fre- 
quenza delle complicazioni respiratorie e cir- 
colatorie (polmoniti, atelettasia, tromboflebiti, 
flebotrombosi ed embolie polmonari) : favor- 
isce una piu’ rapida guarigione della ferita: 
incide meno gravemente sopra le spese di 
degenza. 

L’A. insiste sopra una vera deambulazione : 
il sedere in una poltrona 0 lo stare ai lati del 
letto riuseizebbero piu’ dannosi che utili. 
Quest’opinione trova una conferma nella 
casistica riportata dall’A., la quale comprende 
832 celiotomie: in 20 casi, solamente, sono 
insorte delle complicazioni. 
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Fourteen-Year Survival Following Partial Gastrectomy 


for Pyloric Carcinoma 


P. T. CRYMBLE, F.R.C.S. (Eng.), F.L.C.S. (Hon.)* 
BELFAST 


of prolonged survivals following partial 

gastrectomy for cancer of the stomach 
have been recorded, one feels justified in add- 
ing another successful cure to the list by vir- 
tue of the fact that the specimen and section 
can be reproduced. 

The Mayo Clinic list is the most impressive 
and can be easily remembered by the follow- 
ing percentages: Of 100 lesions diagnosed as 
caneer of the stomach, 50 per cent were suit- 
able for operation and 25 per cent for partial 
gastrectomy. Ten-year survivals amounted to 
5 per cent; fifteen-year survivals, to 3 per cent. 
The actual number of gastric cancers reported 
from 1907 to 1938 was 10,890. Fifteen-year 
survivals may be estimated roughly at 350. 

Finsterer reported a 30 per cent five-year 
survival rate in 340 cases in which radical op- 
eration was performed. Morley of Manchester 
reported 207 cases, with 58 partial gastrecto- 
mies and 1 thirteen-year survival. Parsons re- 
ported 3 cases from Dublin, 1 forty-two year 
survival and 2 fourteen-year survivals. 


le SPITE of the fact that a large number 


REPORT OF CASE 


Julia M., a woman aged 59, was admitted to the 
Royal Hospital of Belfast on Oct. 5, 1936. 
For eighteen months she had had “stomach 
trouble,” which took the form of discomfort after 
food and “sour material coming up the throat.” 
One year prior to admission she had attended the 
medical outpatient department of this hospital 
and was told that her gastric symptoms were due 
to nervousness. She was given a tonic and showed 
some improvement. In March 1936 definite pain 
developed half an hour after she took food, and 
later she began to vomit small quantities of yellow 
and green material. In June 1936 a diagnosis of 
disease of the gallbladder was made. One month 
before admission she vomited chocolate-colored 
material. 

Examination of the abdomen revealed a visible 
and palpable tumor on the transpylorie plane and 
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in the midline. The tumor measured 2 inches (5 
em.) across and was seen to move with respira- 
tion. Roentgen study revealed a well marked pyloric 
filling defect and six-hour gastric retention. The 
diagnosis of pyloric carcinoma was made, and on 
October 13, after five days of gastric lavage, an 
operation was performed. A carcinoma of the 
pylorie end of the stomach was observed, extend- 
ing down to the pylorus. Its situation and appear- 
ance corresponded to those of a submucous scir- 
rhus; its form was that of a deep crater-like 
uleer with raised edges. There were no secondary 
growths. 

The first part of the duodenum was divided and 
the distal end closed. The lower two-thirds of the 
stomach was removed and the alimentary canal 
restored by a retrocolic end-to-side gastrojejunos- 
tomy. 

Pathologic examination disclosed a gastrie tumor 
presenting the appearance of an uleerating cancer 
rather than that of a cancerous ulcer. The muscle 
wall was penetrated deeply by the growth 
but was not interrupted by fibrous tissue. There 
was abundant evidence of secondary pyogenic in- 
fection. 

The convalescence was uneventful, and the pa- 
tient left the hospital on November 10. She re- 
turned for examination on June 22, 1939, 
complaining of recent loss of weight, frequency of 
micturition and pain in the right iliae fossa. Ab- 
dominal palpation and roentgen study after an 
opaque meal showed no evidence of recurrence. 

In the course of a long-term follow-up the pa- 
tient came for examination on Feb. 1, 1950. Since 
1939 she had had no pain, but at times she 
vomited a little acid material. Her normal weight 
before the illness had been 98 pounds (44.5 Kg.) 
and she now weighed 10314 pounds (46.93 Kg.). 
At the time of writing she keeps house for her son, 
doing all the housework and the shopping. She 
rises at 7 a.m. She takes five meals a day, four of 
which consist of tea. Her dinner at 1 p.m. includes 
potatoes with fish, meat or sausage. There are no 
enlarged glands in the neck; the scar is normal; 
the pulse is normal, and she wears complete upper 
and lower dentures. 


COMMENT 


Early Diagnosis ——There is a general im- 
pression that the most important point in the 
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ig. 1.—Operative specimen. 


treatment of cancer of the stomach is early 
diagnosis, but the case here reported does not 
support this view. Symptoms had been present 
for one.and a half years before the real patho- 
logie entity was recognized and operation per- 
formed. 

There was a visible and palpable tumor when 
the patient first consulted the surgeon; vet 
partial gastrectomy gave an excellent result. 
Walton, in a recent article, referred to this 
point and stated that some of his best results 
have followed operation for removal of a pal- 
pable tumor. 

The tumor in this case might be classified as 
a submucous scirrhus involving the pyloric end 
of the stomach. It would have been likely to 
give rise to obstructive symptoms at an early 
date. 

It has been suggested that partial gastree- 
tomy for cancer of the stomach is doomed to 
failure, since cancer cells can usually be found 
in the proximal edge of the specimen and it is 
therefore assumed that cancer cells are left in 
the eardiae end of the stomach. In this case 
one must conclude that no cancer cells were 
left in situ, or, if they were left, they must 
have perished. 

In 1945 I encountered 8 consecutive cases of 
gastric cancer, in all of which the patients 
were found unsuitable for radical operation. 
Two of them were improved for a short time 
by gastroenterostomy. One had a symptomatic 
history of only two months’ duration yet 
showed an extensive carcinoma of the stomach. 


CRYMBLE: PARTIAL GASTRECTOMY 


with numerous secondary nodules in the right 
lobe of the liver. Another had had symptoms 
for two and a half months and showed an ex- 
tensive carcinoma of the great curvature with 
mesenteric secondary growths and omental 
carcinomatosis. How can one hope to locate 
such lesions at a sufficiently early date? 


SUMMARY 


The author reports a case in which the pa- 
tient, a woman aged 59, has remained well for 


Fig. 2.—Photomicrograph of section. 
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fourteen years after partial gastrectomy for 
carcinoma of the stomach. The tumor was 
palpable at the first examination. It is sug- 
gested that the prognosis for some patients, 
even though operation is performed at a rela- 
tively advanced stage, may be more hopeful 
than is generally supposed. 


RESUME 


L’auteur rapporte le cas d’une femme agée 
de 59 ans qui s’est bien portée pendant 14 ans 
apres une gastrectomie partielle pour carci- 
nome de l’estomac. La tumeur était palpable 
au premier examen. L’auteur suggére que le 
pronostie a offrir a certains malades, méme si 
operation est faite 4 une periode relativement 
tardive, est plus encourageant qu’on ne le 
eroit généralement. 


RIASSUNTO 


L’A. deserive un caso di carcinoma dello 
stomaco in una donna di 59 anni, guarita 14 
anni dopo gastrectomia. I] tumore era gia’ pal- 
pabile al primo esame: cio “che dimostra che 
la prognosi—anche in un’eta’ relativamente 
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avanzata—e’ migliore di quanto viene general- 
mente ammesso. 


RESUMEN 


El autor comunica un caso en el que la 
paciente, una mujer de 59 anos de edad, ha 
permanecido bien por catorce dias después de 
gastrectomia parcial por carcinoma del est6- 
mago. E] tumor fué palpable al primer examen. 
Se sugiere que el prondéstico para algunos pa- 
cientes, aun cuando la operacién tenga lugar 
en un estado muy avanzado, puede dar mas 
esperanzas de las que generalmente se supone. 


ZUSAM MENFASSUNG 


Der Verfasser berichtet den Fall einer 59 
jaehrigen Frau, die vierzehn Jahre nach einer 
partiellen Magenresektion wegen Karzinoms 
gesund blieb. Die Gesechwulst war bei der 
ersten Untersuchung tastbar. Es wird ange- 
nommen, dass bei manchen Patienten, selbst 
wenn die Operation in einem verhaeltnis- 
maessig vorgeschrittenen Stadium ausgefuehrt 
wird, die Prognose hoffnungsvoller sein mag, 
als allgemein geglaubt wird. 
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Culdoscopy with Spinal Anesthesia 


JOSEPH F. SHANAPHY, M.D. 


AND 


JOSEPH F. ZIEMBA, M.D. 
STATEN ISLAND, NEW YORK 


ULDOSCOPIC examination, which af- 

fords direct visualization of the pelvic 

organs, is a valuable diagnostic aid in 
many gynecologic conditions. The visceral 
visualization is accomplished by means of a 
telescopic lens system inserted into the cul-de- 
sae of Douglas. 

Despite the development of urethroeysto- 
scopy, with the utilization by Kelling’ in 1903, 
in Germany, of a urethral endoscope to visual- 
ize the pelvic organs through an abdominal 
puncture, a satisfactory method for metieu- 
lous examination of these organs was not de- 
vised until 1942.2 This forty-vear span was 
needed te overcome four major difficulties— 
visceral injury, infection, inadequate visuali- 
zation and pain. 

Although injury to the viscera would seem 
to be the most important problem, regardless 
of the puncture site, this is actually low on 
the list becnuse of the extreme motility of the 
small bowel. Also, if the motility of the bowel 
is restricted by adhesions, the peritoneal cavity 
will not be contaminated unless both walls are 
traversed, and this would constitute a grave 
error in technic. Penetration of the rectum 
during an attempt at cul-de-sac puncture 
would seem to be a rare complication, and also 
one of little importance, if the penetration is 
extraperitoneal. Thus far intraperitoneal pene- 
tration of the rectum has not been reported ; 
the few extraperitoneal penetrations recorded 
to date have been followed by completely un- 
eventful recoveries* without morbidity or 
symptoms. 

The fear of infection subsides in proportion 
to the decreased risk of visceral injury. The 
rapidity of this decrease has been hastened 
during the developmental phase by an_ in- 
creased knowledge of the processes of infee- 
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tion and asepsis. The problem of infection is 
one of general surgery; it is not peculiar to 
culdoscopy. 

The specific problem involved in the devel- 
opment of culdoscopy was that of adequate 
visualization of the organs. On abdominal 
puncture the small intestine seriously inter- 
feres with proper visualization of any single 
loop of bowel as well as with visualization of 
all other abdominal organs. This interference 
was particularly noticeable in attempts to 
visualize pelvic organs by this route, because 
of the distance necessarily traveled by the 
telescope. Ruddock! by 1934 had reported a 
large series of abdominal punctures in which 
he used positive pressure of carbon dioxide or 
air in an attempt to separate loops of bowel 
and to improve visualization. Positive gas 
pressure, however, may cause embolic phe- 
nomena in man when any increased pressure is 
exerted, and this complication has occurred 
with moderate frequency. 

An attempt to visualize the pelvic organs 
alone was made by Te Linde’® in 1940. He chose 
the cul-de-sac of Douglas as the site of pune- 
ture but used the lithotomy position. With the 
patient in this position the telescope was im- 
mediately adjacent to the pelvic organs, but 
positive air pressure was still necessary and 
the pelvis was not entirely cleared of small 
bowel. 

To solve the visualization problem, Decker.” 
in 1942, placed the patient in the knee-chest 
position. In this position the small intestine 
leaves the true pelvis and becomes exclusively 
an abdominal organ, unless adhesions are 
present to prevent it. This shift in intestinal 
position creates a negative intra-abdominal 
pressure, so that 800 to 1.600 ¢c. of gas may 
flow into the peritoneal cavity without creating 
any positive pressure. Thus, by this maneuver 
alone, the interference of the small bowel in 
the pelvis is removed, and the necessity of 
positive pressure, with its danger of emboli, 
is eliminated. 
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At present one of the principal drawbacks 
to the culdoseopie technic is that the patient 
may feel pain—cervical pain due to traction, 
vaginal pain due to the puncture, or visceral 
pain due to the heat of the light bulb in the 
viewing system. Decker,® the principal worker 
in the field, has been using local infiltration 
anesthesia at the puncture site. This eliminates 
the pain due to the puncture, but there is con- 
siderable visceral pain from the heat of the 
bulb, as well as from direct contact with the 
telescope. Other clinies have used sodium pen- 
tothal® and caudal analgesia? with good re- 
sults. At this hospital we have attempted to 
eliminate the pain by spinal anesthesia. 

As has been mentioned, general anesthesia is 
in use for culdoscopic procedures; but its dis- 
advantages, always to be anticipated and fre- 
quently encountered, are numerous. General 
anesthesia for operations performed with the 
patient in the prone position present many 
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difficulties, the most important of which is the 
maintenance of an airway. The problem of the 
adequate airway can be solved only by intubat- 
ing the patient. The same or even more diffi- 
cult circumstances obtain when general anes- 
thesia is used for culdoscopie study, in which 
the knee-chest position is substituted for the 
prone position; and intubation of the patient 
for this procedure makes the anesthesia much 
more formidable than the operation. 

For these reasons we decided to dispense 
with general anesthesia and local block anes- 
thesia and to confine our efforts to regional 
block, especially single-injection caudal and 
single-injection spinal anesthesia. 

Caudal anesthesia proved too time-consum- 
ing and did not provide sufficient relaxation of 
the abdominal muscles. After a few attempts 
it too was abandoned in favor of spinal anes- 
thesia. 

Since culdoscopic examination rarely de- 


Patient in position, using the iliac sling 
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mands more than thirty minutes of operating 
time, a short-acting drug, such as metyeaine,* 
is not only adequate but preferable. In our 
series of 55 cases, metycaine was administered 
to the majority of the patients. The lumbar 
puncture was performed with a 20-gauge or a 
22-gauge spinal needle (a Lundy introducer 
being used) between the third and fourth lum- 
bar vertebrae, while the patient lay on her 
right side with her knees drawn up and her 
chin resting on her chest. 

It was observed that the optimum dose of 
metycaine was between 50 and 75 mg., the 
smaller dose being given to smaller women 
(women up to 5 feet 2 inches [157.5 em.] in 
height and weighing up to 100 pounds [45.4 
Kg.|). This amount of metyeaine was mixed 
with spinal fluid, so that a total volume of 
about 2 ce. was injected. 

This small amount of anesthetic solution can 
be made to produce anesthesia the upper level 
of which reaches between the xiphoid process 
and the umbilicus (between dermatomes T-6 
and T-10). It was found, contrary to the opin- 
ion of certain workers’ who have used saddle 
block anesthesia exclusively, that unless these 
heights of anesthesia were obtained the pro- 
cedure was not entirely painless. Moreover, 
these levels are necessary to produce relaxa- 
tion of the abdominal muscles, especially the 
recti. In addition, the small dose prevents the 
achievement of profound muscular relaxation 
and allows the effect to wear off more rapidly. 

At first it was thought best for stabilization 
of blood pressure and for checking the level of 
anesthesia if the patient were placed supine for 
five or ten minutes after the subarachnoid in- 
jection before being repositioned for culdo- 
scopic examination. Recently, however, only a 
few minutes have been allowed to elapse before 
repositioning the patient. It has been found 
that there is little difference in the patient’s 
reaction and that the anesthesia level rises only 
one or two dermatomes higher than it would 
have done had the patient been kept supine for 
a more protracted interval. 

Complications resulting from our choice of 
anesthesia have been negligible. Apprehension 
and other emotional factors were precluded by 
adequate premedication, consisting usually of 
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a short-acting barbiturate (100 mg.) given 
about one hour before the operation and mor- 
phine sulfate (10 mg.) with scopolamine hy- 
drobromide (0.45 mg.) given hypodermically 
about forty-five minutes preoperatively. Post- 
operative complications due to spinal anes- 
thesia in this series were virtually nonexistent ; 
no complaints of any kind were made. During 
the procedure there was occasional slight dis- 
comfort, caused by the patient’s resting on her 
face and forearms as required by the knee- 
chest position. In a very few cases there was 
a drop in blood pressure, for which oxygen 
alone was administered ; there was no need of 
any further circulatory support. Frequently 
the blood pressure was elevated after assump- 
tion of the knee-chest position. This doubtless 
was due to the gravitational effect of the posi- 
tion, which caused pooling of blood in the 
chest, head and upper extremities. 

Nausea, very infrequently accompanied by 
retching, occurred in about 10 per cent of the 
cases. Most often the nausea appeared after the 
culdoscopie examination had been started. Un- 
like the nausea associated with spinal anes- 
thesia for other procedures,®’ it was almost 
never accompanied by hypotension. It is pos- 
sible that stimulation of intestinal or mesen- 
teric reflexes is the cause of this reaction. 

High spinal anesthesia did not often oceur, 
but it must always be guarded against. Small 
doses of the drug, as well as the volume of the 
fluid, help to keep the anesthesia level low. 
However, our series is statistically too small to 
guarantee that the level will always remain 
low after the patient is in the knee-chest posi- 
tion. It is beneficial, therefore, to check the 
level periodically. If at any time it reaches 
higher than T-4 and the rise is accompanied by 
signs of respiratory embarrassment, the pro- 
cedure should be discontinued, the patient 
placed supine and the usual measures for high 
spinal anesthesia instituted. For the surgeon 
who operates alone it would be advantageous to 
keep the patient supine for fifteen to twenty 
minutes after administration of the spinal an- 
esthetic, thus allowing the drug to “fix” up to 
a certain level before the knee-chest position is 
established. 

The advantage of spinal anesthesia is, ob- 
viously, the complete relief of pain. A less 
obvious advantage, probably quite as impor- 
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tant, is relaxation of the rectus muscles. This 
relaxation, however minimal, with the patient 
in the knee-chest position, allows the small in- 
testine to go higher in the abdomen, thus in- 
creasing the intraabdominal negative pressure. 
The occasional loop of bowel that might re- 
main in:the pelvis leaves this area, and a more 
thorough examination is possible. 


Anesthesia for Culdoscopic Study 


Type of Number of Satis- | Unsatis- 
Analgesia Cases factory factory* 
Spinal 


*The term “unsatisfactory” here means the presence 
of painful visceral stimuli as reported by the patient. 


Through perfect visualization and complete 
elimination of pain, another difficulty arises— 
that of keeping the patient in position during 
the procedure. With local analgesia this is a 
simple affair, and the patient is capable of 
maintaining the position for long periods with 
little discomfort. With general anesthesia, how- 
ever, or spinal anesthesia at or about the level 
of the sixth thoracic nerve, the patient cannot 
maintain this position by herself and requires 
complete support. 

A supportive device has been described by 
Decker.” It consists of straps of webbing en- 
cireling the thigh and attached to leg holders. 
This is an excellent means of support when the 
patient has at least a portion of her motor 
power intact, as with local infiltration or 
caudal anesthesia, so that venous pressure suf- 
ficient for return flow is maintained. 

With the patient under spinal anesthesia, 
which entails complete absence or marked 
weakening of motor function, these straps of 
webbing will exert enough pressure on the 
femoral vessels to cause evanosis of the lower 
extremities. Attempting to eliminate this diffi- 
culty, we have heavily padded a web strap 
with sponge rubber and have secured this to 
two upright leg holders, thus forming a sling. 
The patient is manually placed in the knee- 
chest position, after which a padded web sling 
is placed under her. The sling supports the 
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patient by pressure on the iliae crest, prevent- 
ing pressure on the femoral vessels. 

For total prevention of abdominal pressure 
the rubber padding is placed on the outer third 
of each end of the strap, the middle third being 
left as a hollow gap. Padded shoulder blocks 
are used to prevent any forward motion on the 
part of the patient. 

The technic used by us is essentially that 
described and used by Decker in 1942.* The 
patient is instructed to take a douche with 
vinegar and water the evening before exami- 
nation, and on the morning of examination 
she receives another cleansing douche and an 
enema. In the operating room, the patient is 
catheterized before the analgesia is given. The 
final vaginal preparation is done with the pa- 
tient in the knee-chest position. Preparation 
consists of cleansing the vulva, perineum and 
vagina with green soap to which hexachloro- 
phane has been added; then the same area is 
painted with tincture of merthiolate. 

The perineum and the rectovaginal septum 
are retracted with a flat vaginal retractor. 
while the cervix is grasped with a tenaculum. 
The posterior vaginal fornix is now dome- 
shaped and offers a large area for the puncture 
site. There is a separation of approximately 3 
to 5 em. between the rectum and the cervix, so 
that if the apex of the dome is selected for 
puneture there is very little danger of pene- 
trating the rectum. A self-retaining eannula 
may be placed in the cervieal canal at any 
stage if salpingoscopy is contemplated. 

While entering the cul-de-sac it is best to 
approximate the plane of the sacrum with the 
trocar and cannula of the culdoscope. The 
sudden surge of air or gas through the ean- 
nula indicates a successful puncture. All pelvic 
organs may be examined as soon as the trocar 
is replaced by the telescope. After the examina- 
tion has been completed the iliae sling is de- 
tached, with the culdoscope cannula still in po- 
sition, and the patient is placed prone on a 
pillow. Pressure in the lumbar area, with the 
pillow under the patient’s abdomen, evacuates 
most of the pneumoperitoneum, which, if left 
unattended, might cause diaphragmatic pain. 
Only then is the cannula removed. The patient 
is encouraged to be ambulant as soon as motor 
funetion returns, and is allowed to leave the 
hospital as soon thereafter as she desires. 
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SUMMARY 

The advantages of spinal anesthesia in cul- 
doscopic procedures can be enumerated as 
follows: 

1. Facility of administration, ease of con- 
trol and, with care, complete safety. 

2. Completely adequate anesthesia, with 
good relaxation of the perineum and the ab- 
dominal musculature. 

3. An awake or easily aroused patient 
(available for questioning if necessary ). 

4. Absence or infrequeney of sequelae. 

The advantages of iliac sling support in 
culdoscopie procedures may be enumerated as 
follows: 

1. Assured maintenance of position, inde- 
pendent of the patient’s cooperation. 

2. Complete elimination of pressure inter- 
ference with vascular return flow. 

3. Complete absence of pressure on the ab- 
dominal muscles. 

Conclustons: 1. Spinal anesthesia is valua- 
ble in euldoscopy. 2. The patient’s position is 
best maintained by an iliae sling. 


SOMMAIRE 


Les avantages de l’anesthésie spinale dans 
les proédés culdoscopiques sont les suivants: 

1)—Administration facile, contréle égale- 
ment facile et, avec soins, complétement sure. 

2)—L’anesthésie compléte adéquate avec 
bon relachement du perineum et de Ja muscu- 
lature abdominale. 

3)—Un malade éveillé ou facilement réveillé 
et qui peut si necessaire étre questionné. 

4)—Présence ou rareté de sequelles. 

Les avantages d’un support iliaque dans les 
procéde eculdosecopiques sont : 

1)—Maintien assuré de la positiom et de 
non-compression de la circulation vasculaire. 

2)—L’élimination compléte de toute pres- 
sion sur la musculature abdominale. 

Conclusions : 

1)—L’anesthésie spinale est de 
valeur pour le travail euldoscopique. 

2)—La position du malade est maintenue le 
mieux par un support iliaque. 


grande 


RESUMEN 


Las ventajas de la raquianestesia en los pro- 
cedimientos culdoseépicos pueden enumerarse 
asi: 
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1. Facilidad de administracién y control, 
asi como seguridad completa de ser cuidadoso. 

2. Anestesia completamente adecuada con 
buena relajacién de la museulatura abdominal 
perineal. 

3. Paciente despierto o facil de despertar 
(itil si es necesario interrogar ). 

+. Ausencia o infrecuencia de secuelas. 

Las ventajas del vendaje iliaco de sostén en 
los procedimientos culdoseépicos pueden enu- 
merarse asi: 

1. Mantenimiento de posicién asegurado, 
independiente de la cooperacién del paciente. 

2. Eliminacién completa de presién inter- 
ferente de la circulacién vascular de retorno. 

3. Ausencia completa de presién alguna 
sobre la musculatura abdominal. 

Conclusiones : 

1. La raquianestesia es (itil en el trabajo 
culdoseépico. 

2. El vendaje iliaco es lo mejor para el 
mantenimiento de la posicién. 


ZUSAM MENFASSUNG 


Die Vorteile der Spinalanaesthesie bei cul- 
doskopischen Prozeduren koennen wie folgt 
aufgezaehlt werden: 

1. Vereinfachte Anwendung, erleichterte 
Regulierung und-bei noetiger Vorsicht—voel- 
lige Sicherheit. 

2. Voellig ausreichende Anaesthesie mit 
guter Entspannung des Dammes und der 
Bauchmuskulatur. 

3. Wachzustand und leichte Ansprechbar- 
keit des Kranken (dem, wenn noetig, Fragen 
gestellt werden koennen). 

4. Fehlen oder seltenes Auftreten von Fol- 
geerscheinungen. 

Die Vorteile einer Beckenstuetzschlinge bei 
culdoskopischen Prozeduren, koennen wie 
folet aufgezaehlt werden : 

1. Gewaehrleistete Innehaltung der Lage 
des Kranken unabhaengig von dessen Mithilfe. 

2. Voellige Ausschaltung der Beeinflus- 
sung des venoesen Kreislaufs dureh Druck. 

3. Voelliges Fehlen irgendwelchen Druckes 
auf die Bauchmuskulatur. 


SCHLUSSFOLGERUNGEN 


1. Spinalanaesthesie ist von Wert beim cul- 
doskopischen Verfahren. 
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2. Die Lagerung des Kranken wird am 
besten mit Hilfe einer Beekenschlinge bestaen- 
dig erhalten. 

RIASSUN'TO 

| vantaggi dell’anestesia spinale negli in- 
terventi sopra il cul di saeco vaginale consis- 
terebbero : 

1. Nella facilita’ di esecuzione e—se pra- 
ticata bene, con accuratezza—nell’assenza di 
pericoli. 

2. Nell’associazione di una perfetta anes- 
tesia con un sufficiente rilasciamento del per- 
ineo e dei muscoli addominali. 

3. Nella possibilita’ di interrogare, se nec- 
essario, i pazienti durante l’operazione. 

4+. Nella’assenza o, se pure, nella rarita’ di 
effetti tardivi. 

| vantaggi di un sostegno a fascia delle ossa 
iliache possono essere—a loro volta—cosi ri- 
assuntl: 

1. La posizione delle pazienti puo’ essere 
mantenuta indipendentemente dalla loro co- 
operazione. 

2. Completa eliminazione di pressione so- 
pra il reflusso vascolare di ritorno. 
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3. Maneanza di ogni pressione sopra la 
muscolatura addominale. 

L’A. consiglia quindi negli interventi sopra 
il cul di saeco lanestesia spinale ed un ap- 
propriato sostegno iliaco. 
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The critical sense and skeptical attitude of the Hippocratic school laid the foun- 


dation of modern medicine on broad lines, and we owe to it: first. the emancipation 
of medicine from the shackles of priestcraft and of caste; secondly, the conception 
of medicine as an art based on accurate observation, and, as a science, an integral 
part of the science of man and of nature; thirdly, the high moral ideals expressed 
in that most memorable of human documents, the Hippocratic oath; and, fourthly. 
the conception of medicine as a profession of a cultivated gentleman. 


—Sir William Osler 
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Subdiaphragmatic Perforation of the Esophagus 


Importance of Jejunal Alimentation in Delayed Surgical Treatment 
LOUIS RIVER, M.D., F.A.CS., F.LCS. 


HE following case is reported because no 
similar one has been found recorded, and 
because of interesting therapeutic meas- 

ures considered important in the successful re- 

sult obtained. 


REPORT OF CASE 


Mrs. B.B., aged 48, a well developed, apparently 
well nourished housewife, was seen on Sept. 17, 
1947, three hours after esophageal perforation had 
occurred in the course of attempted dilation of a 
presumably inflammatory stricture at the cardia 
(Figs. 1 and 2). In spite of sedation with morphine, 
she was still complaining of severe pain in the 
left shoulder, in the upper part of the abdomen 
and beneath the sternum. She stated that the pain 
in the last-mentioned location at the time of per- 
foration was similar, except for severity, to the 
distress suffered during the preceding eighteen 
months of increasing difficulty in swallowing, and 
of spasmodic burning substernal pain not related 
to hunger or the ingestion of food. During the 
three months immediately preceding admission she 
had lost 22 pounds (10 Kg.) in weight; she had 
had two previous esophageal dilations. The family 
and personal history was noncontributory. 

The essential picture was that of acute peri- 
tonitis, with recovery from the initial shock al- 
ready established. The rather doughy rigidity of 
the moderately distended abdomen was greatest in 
the upper quadrants, but severe tenderness to pres- 
sure extended into the right flank and was present 
in the cul-de-sac of Douglas. Peristaltie sounds 
were not heard. Respiration was entirely costal. 
The temperature was 98.4 F.; the pulse rate, 72; 
the respiratory rate 28, and the blood pressure 110 
systolic and 90 diastolic. The patient weighed 155 
pounds (70.3 Kg.). She was treated with penicil- 
lin, streptomycin, intravenous proteolysate, amigen, 
dextrose and physiologic solution of sodium chlo- 
ride. Nothing was given by mouth; the patient at- 
tempted not to swallow even her saliva; she 
chewed “sulpha-gum” from the third to the tenth 
day. Ascorbic acid, 250 mg., and 2 ee. of a vitamin 
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compound, Concenplex (B,, 10 mg., B., 2 mg., B,, 
1.5 mg., calcium pantothenate, 2.5 mg. and nia- 
cinamide, 75 mg. respectively per cubic centimeter 
were given intramuscularly three times daily. 
Synthetic vitamin K, 5 mg., was injected once 
daily. The temperature, which was 101 F. twenty- 
four hours after the accident, declined in seven 
days to 99 F. Peristaltie sounds were heard in 
forty-eight hours, by which time the patient was 
getting out of bed frequently. The lower border of 
the liver was palpable and tender on the fifth and 
sixth days after admission, as distention and peri- 
toneal guard diminished. The leukocyte count did 
not go above 17,000 per cubic¢ millimeter of blood, 
with a maximum of 85 per cent polymorphonu- 
clears; urinalyses and the Kahn test gave negative 
results. The value for serum nonprotein nitrogen 
was 35 mg. and that for total proteins 7.2 Gm. per 
hundred cubie centimeters, and the albumin- 
globulin ratio was 1.5:1. 

On the ninth day after admission the patient was 
almost completely ambulatory and weighed 141 
pounds (64 Kg.). This represented a loss of 14 
pounds (6.4 Kg.) in ten days on a daily intake of 
slightly more than 900 calories given parenterally, 
nothing having been taken by mouth. A Mavydl 
jejunal fistula, with proximal and defunctioned 
distal limbs each about 10 inches (25 em.) in 
leneth, was established through a high transverse 
left rectus incision with the patient under light 
cyclopropane anesthesia. Parenteral fluids were 
given that day and the next. On the day of opera- 
tion 1,000 ce. of water was dripped into the 
jejunostomy; on the next day almost normal peri- 
staltie sounds were heard, and 2,000 ee. of pabulum 
was given slowly by drip. This consisted of 100 
Gm. each of Protolae and cane sugar, 1 raw ege, 
3 Gm. of salt, and liquid vitamin concentrate in 
equal parts of water and homogenized milk, having 
an estimated value of about 1,600 calories. On the 
following day (the second after the operation) 
she had mild colicky pain, mild nausea, frequent 
loose stools, and slight doughy distention of the 
abdomen. The additions to the water-milk mixture 
were cut to half quantities and thereafter increased 
daily as recommended by Hollander.* 

By the tenth postoperative day the patient was 
taking 200 ee. of the pabulum in thirty minutes of 
each hour, and getting at least 90 per cent of a 
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Fig. 1.—Preoperative roentgenogram. 


total mixture of 2,500 ce.: homogenized milk 1,500 
distilled water 1,000 containing one raw 
ege, 150 Gni. each of Protolac and cane sugar, 8 
Gm. of salt, 15 ce. of Vitikon (containing 5 mg. of 
thiamin chloride, 9 mg. of riboflavin, 300 mg. of 
ascorbic acid, 90 mg. of nicotinamide), and 15 
grains of ferrous sulfate, an estimated 2,264 
calories. Her weight at this time was 138 pounds 
(62.6 Keg.); the albumin-globulin ratio was 1:1, 
with 6.8 Gm. of total proteins. She had had two 
pints of whole blood. On the ninetcenth postopera- 
tive day she weighed 139 pounds (63 Ke.), was 
inanaging her feedings entirely by herself and was 
discharged to her home. 

She weighed 142 pounds (64.4 Kg.) on Decem- 
ber 20, and could drink water well enough so that 
she was instructed to take as much liquid nourish- 
ment as possible. She was doing most of the house- 
work in a six-room house. She returned to the hos- 
pital on Mareh 4, 1948, weighing 154 pounds 
(69.9 Ke.) and able to take about one-third of her 
calorie requirement by mouth, but giving herself 
1.500 to 2,000 ce. of the mixture jejunally. All 
laboratory data were within normal limits; the 
value for serum proteins was 7.42 Gm. per hun- 
dred cubic centimeters, with an albumin-globulin 
‘ratio of 1.3:1. There was complete absence of 


534 


NOVEMBER, 1950 


leakage from the stoma or of irritation surround- 
ing it. Bowel movements occurred daily, with well- 
formed stools. Repeated efforts failed to recover 
enough stomach content to make accurate de- 
terminations of the gastric acidity. Fluoroscopic 
examinations with diodrast showed the first swallow 
to pass easily into the stomach through the minimal 
constriction previously noted just below the dia- 
phragm; the second swallow caused some spasm 
near the constricted area; no diodrast appeared to 
enter the tract in which previously extravasated 
barium (Fig. 3) could still be seen. She was able 
to swallow up to 1,500 ce. of liquids daily, though 
with constant effort. 

On March 12, 1948 a transthoracic side-to-side 
esophagogastrostomy with vagotomy was per- 
formed. The cardiae orifice barely admitted the tip 
of the surgeon’s little finger. The sear at the site 
of perforation, 1 em. above the constricted area, 
was smoothly healed and was on the right lateral 
wall; hence no section through this area was taken. 
Jejunal feedings were stopped on the fifth post- 
operative day, and the jejunostomy was closed with 
the region under local anesthesia on the tenth. On 
the thirteenth day after the esophageal operation 


Fig. 2.—Roentgen appearance immediately after per- 
foration, showing extravasation into lesser peritoneum. 
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the roentgen appearance was as shown in Figure 
4+. On that day a Hollander test showed no free 
acidity, and the blood sugar level was reduced to 
37.5 Gm. per hundred cubie centimeters. The pa- 
tient left the hospital on March 25, and was last 
seen by me on April 7, 1949, weighing 169 pounds 
(76.7 Kg.) and stating that she had had neither 
difficulty in swallowing nor thoracoabdominal dis- 
tress of any kind since her discharge from the 
hospital. 
COMMENT 


Accidental perforations of the hypopharyn- 
geal portion of the esophagus with the flexible 
gastroscope have recently been reported by 
Fletcher and Jones’ and by Aufses,? whos 
case is remarkable in that the consequent me- 
diastinitis was successfully treated by cervical 
and posterior mediastinotomy. Jones* described 
recovery from perforation in the same region 
(due to a swallowed bone fragment ) resulting 
from antibiotic therapy. Vinson, in 1940* ex- 
pressed the opinion that almost all patients 
with rupture of the esophagus should be 
treated medically. In a later publication’ the 
same author suggested that transthoracic ex- 
ploration be done as soon as the perforation is 
detected, provided the facilities for such a pro- 
cedure are available, but cited healing in 2 
cases of a proved perforation on conservative 
management with sulfonamides. Recently a 
case of spontaneous rupture of the thoracie por- 
tion of the esophagus was successfully treated 
at the Cook County Hospital by transthoracic 
repair of the defect nine hours after the acci- 
dent. It is obvious that both treatment and the 
mortality rate must vary with the location of 
the perforation, the amount of spilling, and 
the amount of distal obstruction present (if 
any). Attempted dilation of esophageal stric- 
tures without the guidance of a swallowed 
string is foolhardy. 

Wolfer® in 1935 reviewed the history, indi- 
cations and technic of jejunostomy for alimen- 
tation in reporting cases illustrating its use. 
He described a motor-driven pump for slow 
administration of the Scott-Ivy predigested 
pabulum, experimentally proved to be ade- 
quate for nutritional needs over a prolonged 
period. Hollander’ described improvements in 
the formula; Rosenak and Hollander*® showed 
by a study of early postoperative motor re- 
sponse in the small intestine that jejunal feed- 
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Fig. 3.—Diodrast visualization of the stomach. 
Residual barium in lesser peritoneum. 


Fig. 4.—Appearance after esophagogastrostomy. Resi- 
dual barium in lesser peritoneum. 


ings could usually be initiated within twenty- 
four hours of operation. These authors and 
others have shown that use of this type of 
pabulum, introduced slowly at body tempera- 
ture, will eliminate most of the distention, 
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nausea, vomiting, cramps, diarrhea and enter- 
itis formerly noted. The operation described 
is generally the Witzel type; little attention is 
paid in texts and current literature to the ad- 
vanages of the Maydl (defunctioned distal 
limb) jejunostomy. 

The patient in the case here reported lost 14 
pounds (6.4 Kg.) in weight during ten days of 
parenteral alimentation. Had the jejunostomy 
been done within two or three days of the per- 
foration, before the subdiaphragmatie infec- 
tion could be proved to be subsiding, it is pos- 
sible that some of this loss might have been 
prevented. Administration of 2,500 ec. of pab- 
ulum at a rate slow enough to avoid indiges- 
tion is a tedious discipline for the patient, as 
well as demanding for the nurses, and not every 
patient will accept without difficulty a stand- 
ardized jejunal diet. Although this patient 
maintained her weight and gained strength on 
completely jejunal feeding, self-administered, 
she did not gain weight until she began to take 
additional nourishment by mouth. I have used 
the Maydl jejunostomy with equal satisfaction 
on other occasions. 


SUMMARY AND CONCLUSIONS 


1. Perforation of the esophagus into the 
peritoneal cavity may safely be treated as a 
forme fruste ulcer, conservatively. The extrav- 
asation of barium through such a perforation 
does not seem to complicate recovery from the 
peritonitis, nor does it cause trouble as a resid- 
ual foreign body. 

2. It is possible to maintain a patient in 
health for long periods by completely jejunal 
feeding of a synthetic, predigested pabulum. 

3. Including the necessity of a minor opera- 
tion to close it, the Maydl jejunostomy does not 
have the disadvantages of leakage from the 
stomach or excoriation of the surrounding skin, 
and is easily used by the patient. 

4+. Transthoracic esophagogastrostomy is 
satisfactory treatment for persistent obstrue- 
tion at the cardia due to previous inflammatory 
clisease. 


RESUME 
1. Les perforations de loesophage dans la 
cavité péritonéale peuvent étre traitées avec 
suceés comme une forme fruste d’ulcere 
cest-i-dire conservativement. L’échappement 
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du barium a travers telle perforation ne parait 
pas compliquer la convalescence aprés la peri- 
tonite et ne détermine aucun trouble comme 
corps étranger résiduel. 

2. Il est possible de maintenir de malade en 
excellente santé pour une longue période en 
lalimentant complétement par le jejunum avec 
une nourriture synthétique pre-digérée. 

3. La jejunostomie de Maydl ne nécessite 
qu'une opération minime pour fermer l’ouver- 
ture et n’a pas le désavantage de fuite du con- 
tenu estomacal, et d’excoriations de la peau 
environnante. Elle est facilement utilisée par 
les malades. 

4. La transthoracico esophagogastrostomie 
est un traitement satisfaisant pour l’obstrue- 
tion persistante du cardia, résultant d’un etat 
inflamatoire précédent. 


RESUMEN Y CONCLUSIONES 


1. La perforacién del eséfago en la cavidad 
peritoneal puede tratarse seguramente como 
una tleera frustra en forma conservadora. La 
extravasacion del bario por dicha perforacién 
no parece complicar la recuperaci6n de la peri- 
tonitis ni causa trastorno como cuerpo extrano 
residual. 

2. Es posible mantener un paciente sano 
por largos periodos, mediante la alimentacién 
completamente duodenal con un alimento pre- 
digerido sintético. 

3. En caso de necesitarse de una operacién 
menor para cerrar, la veyunostomia de Maydl 
no tiene las desventajas del rezumamiento 
gastrico o la excoriacién de la piel cireundante 
y es de facil uso para el paciente. 

4. La esofagogastrostomia transtoraxica es 
tratamiento satisfactorio para la obstruecién 
persistente del cardias debida a proceso in- 
flamatorio anterior. 


ZUSAMMENFASSUNG UND SCILUSSFOLGERUNGEN 


1. Die Perforation der Speiseroehre in die 
Bauchhoehle kann, wie die “forme fruste” 
eines Geschwueres ohne Gefahr konservativ 
behandelt werden. Der Austritt von Barium 
durch eine solehe Perforation scheint weder 
die Heilung der Bauchfellentzuendung zu 
komplizieren noch Schwierigkeiten im Sinne 
eines Fremdkoerpers zu verursachen. 

2. Es ist moeglich, einen Patienten dureh 
auschliesslich jejunale Ernaehrung mit einem 
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synthetischen vorverdauten Naehrmittel fuer 
lange Zeit gesund zu erhalten. 

3. Die Maydlsche Jejunostomie, einschliess- 
lich des erforderlichen kleineren Eingriffes 
um sie wieder zu schliessen, bringt nicht die 
Nachteile des Leckwerdens seitens des Magens 
oder des Wundwerdens der ungebenden Haut 
mit sich, und der Kranke bedient sich ihrer 
mit Leichtigkeit. 

4. Die transthorakale Oesophagogastrosto- 
mose ist ein befriedigendes Behandlungsver- 
fahren in Faellen von anhaltendem Kardia- 
verschluss als Folge vorangegangener entzu- 
endlicher Erkrankung. 


RIASSUNTO 


1. La perforazione dell’esofago nella cavita 
peritoneale puo’ essere curata in maniera con- 
servativa. Lo stravaso di bario nella cavita 
peritoneale non sembra complicare il processo 
di guarigione della peritonite, ne’ sembra dare 
luogo ad effetti postumi dovuti ad un prolun- 
gato riassorbimento. 

2. E’ possibile mantenere in buone condi- 
zioni 1 pazienti mediante una digiunostomia e 
successiva alimentazione con sostanze sinte- 
tiche predigerite. 


RIVER: PERFORATION OF ESOPHAGUS 


3. A parte la necessita’ di una piccola ope- 
razione per richiudere lo stoma, la digiuno- 
stomia secondo Maydl non ha gli svantaggi di 
uno spandimento dallo stomaco o di escoria- 
zioni della cute adiacente. 

4. L’esofagogastrostomia transtoracica e 
un’operazione che conduce a buoni ricultati 
nella cura di ostruzioni persistenti del cardia 
da precedenti alterazioni infiammatorie. 
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I would rather be hissed for a good work than applauded for a bad one. 


—Victor Hugo 


It is ridiculous for any man to criticise the works of another if he has not dis- 
tinguished himself by his own performances.—Addison 


The good critic relates the adventures of his soul among works of art. 


—Anatole France 
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Local Asphyxia and Chemotherapy for 
Clinical Tumors 


FREDERICK M. ALLEN, M.D. 
NEW YORK 


HE high theoretic importance of the 

method of temporary ligation,’ which 

has encouraged prolonged research ef- 
forts against all obstacles, lies in its status as 
the first known example of tumor destruction 
by a process excited in the tissues without the 
intervention of any outside agent. Clinicians 
associate malignancy with limitless growth, 
apart from stationary periods in a few cases 
and extremely rare or disputed spontaneous 
regressions. Pathologists know that subclinical 
nodules having all the earmarks of malignancy 
may remain quiescent or actually disappear. 
Some degree of resisting power in the normal 
tissues is commonly assumed. A superficial im- 
pression concerning local ligations might be 
that they act by simple anoxia, in that the 
malignant cells of high metabolism may suc- 
cumb sooner than normal eells of less active 
metabolism. But, besides the Warburg evidence 
of superior adaptability of tumor cells for 
anaerobic metabolism, there are scattered ob- 
servations of breakdown of rat fibroma? and 
human keloid® with ligation, these cells not 
being credited with high metabolism. From the 
scanty known facts it was considered most 
probable? that the tumor destruction is brought 
about by a certain kind and degree of inflam- 
mation. As inflammation augments the resist- 
ance of tissues to various injuries, a similar 
influence against tumors is conceivable. Nor is 
it a new idea that tumor cells, in acquiring 
their unlimited capacity for growth, become 
weakened in some other respects and have less 
than normal resistance to some disturbances, 
of which inflammation may be one. Such a con- 
cept must be reconciled with a familiar surgi- 
cal experience—the stimulation and spread of 
tumors by trauma, whether surgical or acei- 
dental. Interest in the relation between in- 
flammation and neoplasia has long been an 
incentive for investigations. 


From the City Hospital, Welfare Island, N. Y. 
Submitted for publication July 10, 1950. 


Inflammation in the Causation of Neoplasms. 


- —Haddow’ conceived tumor production “as an 


adaptive reaction, or escape mechanism, of a 
special kind, to a highly characteristic or even 
special interference with the growth of normal 
cells.” Multitudinous examples of neoplasms 
developing at sites of acute or chronic injury, 
in old sclerotic ulcers or in atrophying organs 
have suggested that cells under abnormal nu- 
tritive conditions may be stimulated to path- 
ologie growth, perhaps as the only alterna- 
tive to necrosis. The histologic picture also 
prompted Billroth’s dictum :° “Without pre- 
vious chronic inflammation cancer does not 
exist.” Experimentally, carcinogenic chemicals 
are usually but not invariably inflammatory 
agents, and it is noteworthy that the hydro- 
carbons which most specifically produce neo- 
plasms in rodents are merely inflammatory in 
other species, such as the dog. The “Deelman 
phenomenon” has been amplified by later 
writers, showing how nonspecific irritants or 
small mechanical wounds can excite first hy- 
perplasia and then neoplasia in skin sensitized 
previously with tar. The most remarkable fea- 
ture is the development of cancer from normal- 
appearing cells which are descendants of the 
original tarred cells and which themselves were 
never exposed to tar. 

It is still more impressive that in a species 
notably free from spontaneous malignancy, 
namely the rabbit, sarcoma is produced by a 
small roentgen dose plus irritation by bacteria 
or by injection of sterile powdered silica.? The 
facts are too many and varied to be invalidated 
by exceptions discussed in an A.M.A. edito- 
rial,’ namely the infrequeney of cancer with 
chronie inflammation of certain organs, inelud- 
ing the prolapsed uterus, for it is understood 
that unknown factors are needed besides the 
postulated kind and degree of inflammation. 
Rather, the concept may be profitably ex- 
tended. The idea that a “milk factor” may lurk 
in the mouse body from infancy without signs, 
until it produces cancer in later life, may lose 
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some of the attached mystery and implications 
with a demonstration that among the viruses 
or similar agents which mice are known to 
harbor there may be one which at maturity sets 
up inflammatory foci in the mammary glands 
or elsewhere, and the predisposition of the 
mouse species is such that mastitis or similar 
irritations become cancerous. A similar investi- 
gation should be made of claims that rat or 
mouse tumors have been produced by cell-free 
filtrates. General evidence at present indicates 
that direct causation of malignant neoplasms 
by viruses, as encountered in birds and some 
lower forms, is unproved for mammals, inelud- 
ing man; and although inflammation is not the 
sole cause of tumors, the right kind and degree 
of inflammation is often an important etiologic 
factor experimentally and clinically. 
Inflammation in the Cure of Neoplasms.— 
Besides a previous reference,* there are indefi- 
nite inflammatory factors in irradiation, first 
emphasized by Sittenfield,'' and likewise the 
lymphocyte reaction’? and experimental tumor 
destruction with local injections of various 
substances, even starch.'* More definitely in- 
flammatory are the early clinical reports of 
cure or extensive recession of neoplasms with 
erysipelas or peritonitis, and the cures of small 
accessible growths by arsenic, zine chloride, 
ete., or by freezing.'* The following are a sig- 
nificant group of observations: The Deelman 
phenomenon’* was disputed by writers whose 
experimental skin wounds developed infection, 
which destroyed the tumors. Turpentine, which 
is one of the irritants exciting neoplasia in 
previously sensitized skin, acts oppositely when 
applied in too strong solution, the stronger in- 
flammation causing existing tumors to disap- 
pear.'® Berenblum first showed that mustard 
gas (0.1 per cent) neutralized the carcinogenic 
action of either tar or benzanthracene. Exist- 
ing warts were not affected by this concentra- 
tion, but could be destroyed by the more vio- 
lent inflammation set up by a stronger mus- 
tard gas solution. Cantharidin, unrelated to 
mustard gas except as an inflammatory agent, 
had an effect like mustard gas, but several other 
irritants did not. His conclusion of an anti- 
tumor action, “provided the irritation is of a 
particular kind,” harmonizes with the general 
features of this series and with the broader 
evidence that tumors can be produced with the 
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aid of a certain kind and degree of inflamma- 
tion and can be destroyed by a different or 
more severe inflammation. The effective kind 
or degree of inflammation remains undefined. 

My data on inflammation following local as- 
phyxia, therefore, should not have been con- 
sidered incredible by anybody acquainted with 
the literature. The opinion expressed by Dr. 
James Ewing in personal interviews at that 
time was that they were “in accord with every- 
thing that is known on the subject of cancer.” 


ASPHYXIA OF CLINICAL TUMORS 


Since technical details cannot be settled by 
animal experiments but only by clinical trials, 
failures are inevitable at the beginning, and it 
is only surprising that some early successes 
could be reported. 

The first case* was the cure of a squamous 
cell carcinoma by only three and three-quarters 
hours of ligation, in 1935. This initial attempt 
was cautious because the patient’s ear had to 
be included in the ligated area and there was 
fear that it might slough. 

In the City Hospital, New York, several 
squamous cell cancers of the lips and cheeks 
were treated without final cure. Either because 
of the location or the more resistant character 
of the tumors, the required time of ligation 
was evidently five or six hours. perhaps more. 
Timidity introduced another error by making 
the ligated area too small, so that recurrences 
developed outside it. 

Elsewhere there were three similar failures 
with squamous eell cancers of the tongue and 
palate, for similar reasons. Successful ligation 
should be ideal for cancers of the tongue. be- 
cause of the poor prognosis otherwise and the 
chance to eliminate the tumor without sacrifice 
of the tongue except for temporary paralysis. 
While these half-dozen cases of cancer involv- 
ing the face and mouth are classed as failures. 
two additional facts should be noted: First. 
every tumor sloughed extensively and _ selec- 
tively, and whenever the duration of ligation 
was at all adequate the recurrence came a num- 
ber of weeks or months after apparent healing 
of the ulcer and may have originated outside 
the ligated area. Second, conservative caution 
with a new method, in fear of sloughs of the 
face or tongue, made this kind of initial fail- 
ures inevitable; but the normal tissues were 
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strictly unharmed, giving the impression of a 
wide margin of safety if longer ligation should 
be necessary for a more thorough cure. Leu- 
koplakia (1 case) cleared up in the ligated area. 

In Crossman’s service at the City Hospital 
was an aged man, cachectic and moribund, 
with a squamous cell cancer of the penis 
treated by six-hour ligation. As the penis was 
extensively infiltrated and ulcerated, there was 
a striking appearance of dark necrosis of all 
tumor tissue without loss of any normal tissue 
as far as gross examination could determine. 
Further judgment was impossible because of 
the patient’s early death. Autopsy was not per- 
formed. 

A previous paper® described treatment of a 
squamous cell cancer of a man’s shin in Cross- 
man’s service in 1942, by a tight tourniquet 
applied for seven hours. There was the usual 
intense inflammatory reaction, and the dark 
color change and sloughing were limited to the 
tumor. Paralysis of the leg was transitory, as 
always when the tourniquet is narrow. At the 
time of writing (after eight vears) the patient 
remains cured and the leg is functional. 

In the same service was an aged woman with 
extreme arteriosclerosis and a large ulcer of 
the shin, which on biopsy proved to be a squa- 
mous cell cancer. In this case also a tight tour- 
niquet was applied for seven hours. The cireu- 
lation was so scanty that there was no sign of 
inflammatory flush; likewise no color change 
and no sloughing whatever in the tumor. This 
is further evidence in support of the opinion 
that tumor breakdown results not merely from 
a certain period of anoxia but from the inflam- 
matory reaction. 


Basal Cell Carcinoma.—A_ white man aged 63 
was seen at the Polvelinic Hospital in February 
1949. In 1940 he had had a growth on the right 
temple “which ate away the flesh.” During the in- 
tervening years there were five successive treat- 
ments: surgical excision three times, then roentgen 
therapy, then radium. Local recurrence followed 
each time, but there were never any enlarged 
glands or other signs of metastasis. At this admis- 
sion the small lesion was diagnosed clinically and 
microscopically as rodent ulcer. Several tiny ele- 
vated nodules in the region were evidently of the 
same character. There were searring and sclerosis 
of tissues from the previous treatments, and the 
small tumors and surrounding skin were adherent 
to the periosteum. Dr. J. H. Heacock, using general 


NOVEMBER, 1950 


anesthesia, placed rubber ligatures to asphyxiate 
the tumor area on two occasions, namely February 
10 and August 16, for four and eight hours re- 
spectively. The shorter time was evidently inade- 
quate, for after apparent healing a tiny recurrence 
appeared within the ligated area. The longer period 
of ligation had the following special features: In 
order not to miss any outlying offshoots of the 
tumor, it seemed necessary to include a large oval 
of tissue, with its short axis from the orbit to the 
hairline and its long axis at a right angle to this. 
Especially because of the sclerosis, this entire area 
could not be compressed by one set of ligatures; 
therefore it was divided into two contiguous circles, 
strangulated by a ring of rubber bands. Though 
contiguous, the two circles did not interlock. After 
apparently complete healing, one tiny recurrent 
nodule developed precisely where a small space had 
been left between the two rubber circles when they 
were tightened. 


Comment.—Treatment was begun under the 
impression that the basal cell cancer of the 
skin would be more easily destroved than the 
squamous type. The question of its vulnera- 
bility is left without a positive answer, for 
three reasons. First, though the only reeur- 
rence seen after the eight-hour ligation was in 
a nonligated space, the observation time of 
only a few months was too short to give assur- 
ance that recurrences might not have come 
later in the ligated areas. Second, the tissue 
was so sclerotic and poorly vascularized that it 
showed only a faint pink color after either 
period of ligation, leaving open the question 
whether four hours might have sufficed in a 
region which could react with lively inflam- 
mation. Third, although the attempt was made 
to place the deep ligatures directly on the bone 
or periosteum, there is an obvious possibility 
that cells from the adherent tumors might have 
been lodged on or near the bone and so es- 
caped ligation. The only certain fact is that 
the visible tumors sloughed out and these small 
ulcers seemed to heal completely, and within 
the limits of these brief observations the only 
recurrences were at other sites. 


Metastatic Carcinoma from the Colon——A white 
man aged 85 years was under the care of Dr. 
Edward Levy of New York for carcinoma of the 
colon, with large inoperable pelvic masses. He was 
senile, cachectie and confined to bed, but psychically 
alert and fairly comfortable. On the surface of the 
abdomen, to the right of the umbilicus, was a dis- 
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crete mass 3 em. in diameter and rising 2 em. above 
the skin surface, with a red color distinguishing it 
sharply from the skin. It grew steadily larger. 

On Nov. 9, 1948, with local procaine anesthesia, 
Dr. Levy placed rubber ligatures in the depth and 
around the periphery about 2 em. from the margin, 
so as to cut off this mass from all circulation. A 
small wedge of the tissue was removed for biopsy. 
It was fairly firm and pale yellow on section. Micro- 
scopically, the pathologist’s report was “metastatic 
adenocarcinoma in subcutaneous tissues.”’ The rub- 
ber ligatures were removed after seven hours. Free 
and persistent bleeding from the biopsy wound 
was only stopped by packing with gauze. Other- 
wise, perhaps on account of weakness and senility, 
the inflammatory reaction appeared slight, mani- 
fested only by faint cyanosis of the tumor and 
slight pinkness of the margin of normal skin. 

On the ensuing days the effect seemed disap- 
pointingly negative. The biopsy wound bled freely 
at each daily dressing. Everything seemed un- 
changed until on November 12 a slight atrophy of 
the tumor could be suspected. Bleeding from the 
wound ceased. It became dry in the depth, but not 
black. By November 15 the mass was distinctly 
smaller, in contrast to the former growth, with 
wrinkling of the surface in contrast to the former 
turgor. The shrinkage continued, until in early 
December the small remnant was flat with the skin 
surface and healing seemed almost complete. Then 
tiny nodules appeared around the biopsy wound, 
which was again wet and oozing. 

By December 12 the tumor’s growth was unmis- 
takable. On that date Dr. Levy took another 
biopsy specimen to confirm the diagnosis, and 
placed rubber ligatures to asphyxiate the tumor 
and margin of normal skin for ten hours. After 
this longer period of anoxia there was a_ well 
marked flush of the normal skin, and moderate 
blueness of the tumor was noted. The biopsy wound 
oozed only small amounts of dark blood. On the 
following days the margin of normal skin was 
red and the tumor black. The visible tumor tissue 
sloughed out, leaving a clean granulating surface. 
This gradually healed, until in January 1950 there 
was only a small pliable sear, with no elevation or 
induration in the area. This condition continued 
without sign of recurrence until the patient’s 
death on Feb. 15, 1959. 


Comment.—Results with tumors of visceral 
origin and known high malignaney are more 
impressive than those with cutaneous cancers. 
Therefore all possible efforts have been made 
to obtain accessible metastatic nodules, without 
suecess except in this single instance. One 
point of interest was the marked regression of 
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the tumor after seven hours of ligation, with- 
out ulceration and without thrombosis, accord- 
ing to the indication of the free bleeding. This 
is precisely like the result in the one dog cancer 
that was obtainable,? and it again suggests a 
direct, specific action on the neoplasm rather 
than an indirect action mediated through 
stroma or circulatory disturbance. The 
proved impossibility of curing rat tumors by 
repeated brief ligations' does not exclude the 
interesting possibility of such cures in dog or 
man. The sudden complete tumor breakdown, 
however, with a single long period of asphyxia 
is regularly attended by the cyanosis of circu- 
latory stasis, congestion and thrombosis con- 
trasting with the red inflammation of the ad- 
jacent normal tissues. Here the evidence for a 
direct cellular effect is the sharp specificity, 
expressed in the broad statement that every 
normal cell survives and every neoplastic cell 
dies, including those lying upon or among 
normal tissues and presumably nourished from 
their blood supply. 


CHEMOTHERAPY WITH LIGATION 


Besides its own special action, local ligation 
obviously can hold locally injected solutions in 
contact with tumors for selected periods. A 
large number and variety of experiments, us- 
ing sarcoma implanted in legs or tails, with a 
series of the compounds recommended for ean- 
cer chemotherapy, in a range of concentrations 
and various durations of ligation, have con- 
vineed me definitively that rat tumors cannot 
be cured in this way. A different result might 
perhaps be recorded if dog tumors had been 
obtainable. 


Human Sarcoma—-H.J., a colored woman aged 
47, was admitted to City Hospital on Jan. 15, 1948, 
because of a tumor the size of a goose egg in the 
upper part of the left thigh, which had been grow- 
ing steadily since it was first noticed (in Decem- 
ber 1947). Biopsy identified it as a rhabdomyo- 
sarcoma. Alkaline phosphatase was increased in 
the blood, but roentgen and other examinations re- 
vealed no metastases in the bones or elsewhere. 
Pulmonary tuberculosis was discovered, with 
chronie cough, moderate weight loss and debility; 
otherwise nothing significant. High thigh amputa- 
tion was advised and positively refused. The pa- 
tient was then referred for trial treatment, which 
she accepted. 

The problem on one hand was that application 
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of a high tourniquet for a sufficient number of 
hours to destroy the tumor would entail danger 
of fatal shock, especially in a debilitated patient; 
while on the other hand an inadequate period 
might result in a rush of blood and lymph to carry 
surviving tumor cells throughout the body. There- 
fore a combination of asphyxia with chemo- 
therapy was decided on, with confidence that the 
failures in rats were not decisive, but without any 
of the guidance that might have been furnished by 
trials with dog tumors or superficial nodules in 
patients. 

On Feb. 5, 1948, with the patient under low 
spinal anesthesia, a narrow rubber tube tourniquet 
was placed on the thigh as high and as tightly as 
possible. Another was applied well below the 
tumor. With a syringe and long needle the 
tumor and surrounding tissues were infiltrated 
with 125 cc. of physiologic solution of sodium 
chloride containing a low concentration of col- 
chicine. The thigh was kept warm under ordinary 
hedclothes, but a refrigerating applicator (Therm- 
Q-Rite) was applied below the knee to prevent un- 
necessary damage there. The tourniquets were re- 
moved after seventy-five minutes. 

On the ensuing days only slight pain and 
disability of the leg were noted. Previously, on ac- 
count of tuberculosis, the daily temperatures had 
ranged between 98.6 and 101 F., and the pulse rate 
between 110 and 120. After operation the tem- 
peratures were unchanged, but on February 6, 7 
and 8 the pulse rate fluctuated between 120 and 
150. Appetite and apparent strength were not 
changed. The tumor was swollen, indistinet in 
outline in contrast to the former clear definition, 
and softened but not fluctuant. 

On February 9 the entire procedure was re- 
peated, with infiltration of 150 ee. of a slightly 
stronger colchicine solution, containing also 50,000 
units of penicillin. The tourniquets were left in 
place for two hours, and morphine was required for 
pain toward the close, also during the following 
night. The general effects were the same, except 
for larger and harder swelling of the portion of 
thigh between the two tourniquets, obscuring the 
tumor. The leg was slightly numb and movements, 
especially of the toes, were somewhat impaired. 
By February 12 the pulse had returned to its 
usual rate of 110 to 120. 

The strict rest in bed had the beneficial effect of 
reducing the rectal temperature by February 23 to 
a fairly uniform 99 F. With diminution of the 
local swelling, a doughy mass larger than the 
original tumor was palpable. To clear up doubts 
concerning its nature, the area was exposed by in- 
cision by Dr. J. M. Armengol on February 26. Amid 
the red muscles the tumor appeared in contrast as 
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a glistening gray ovoid close against the femur, 
soft and friable enough to break up with the 
fingers, with no blood flow and apparently totally 
necrotic. Dissection was avoided, most of the tumor 
being left in place and the wound closed with 
drainage. Later the pathologic report on removed 
fragments described mostly necrotic tumor, ghost 
forms of tumor cells, but also a few cells only partly 
degenerated and evidently viable. (Dr. James R. 
Lisa. ) 

A copious discharge of thick gray liquid, evi- 
dently tumor debris, persisted until, especially in 
view of the biopsy report, it was considered neces- 
sary to give another treatment on March 29. With 
the same procedure as before, the tumor region was 
tensely infiltrated with 200 cc. of a slightly 
stronger colchicine solution, after the old wound 
had been temporarily closed water-tight with su- 
tures. The tourniquets were removed after three 
hours. The sutures were also removed, and con- 
siderable drainage of thin bloody fluid ensued. 
Pain, greater than before, required sedation, which 
was diminished during several days. Swelling was 
also much greater and paresis more marked. Peni- 
cillin was given as a precaution. The temperature 
remained unchanged at about 99 F., and the pulse 
rate approximated 100, The appetite was rather 
poor, but the patient’s strength was well retained. 

Throughout April the swelling continued to sub- 
side and the general and local condition to im- 
prove. The profuse discharge from the wound 
was blood tinged. Microscopie study of the dis- 
charge and scrapings from the sides and depths of 
the wound disclosed only leukocytes and normal 
granulation tissue. During May and June the sinus 
continued to shrink and to heal from the bottom. 
On June 30 the patient was discharged home in 
good general condition, with normal temperature, 
considerable gain in weight, normal blood phos- 
phatase, and no discoverable mass in the thigh. 
The entire limb was back to normal size and con- 
sistency; it was still lame but improving. At the 
time of writing she continues her household duties, 
with a functional leg, no sign of tumor and no com- 
plaint on account of tuberculosis. 

Comment.—Colchicine was selected out of 
the known variety of chemical agents because 
its inhibitory influence on growing or dividing 
cells was shown conclusively by the botanists, 
though only dubiously by the subsequent tu- 
mor investigators. There is still no prospect of 
any substance with sufficient specificity for se- 
lective destruction of tumors of the principal 
viscera, but there is reasonable hope of selec- 
tiveness between tumors and more resistant 
structures, such as muscle and some pelvic 
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organs. Ligation contributes not only its own 
selectivity but also the means of treating the 
tumor and its environment with a chemical in 
far higher concentration than is attainable by 
systemic administration and yet with a total 
dose which is systemically trivial. Ligation 
alone is governed by factors of time, tempera- 
ture, kind of tumor, location, quality of sur- 
rounding tissues and their circulation, and per- 
haps other variables. Chemotherapy adds other 
questions—of time, choice of compound, con- 
centration, possible differences for different 
tumors, and further dangers of necrosis from 
overtreatment. The instinctive judgment de- 
rived from long efforts had to be aided by 
much luck to find a way through this labyrinth 
in the first case tried, when failure would have 
ineurred an adverse judgment without allow- 
ance for the lack of needed preliminary expe- 
rience. Neither time, concentration nor any 
other details can be recommended to others 
until further trials can be made on an ade- 
quate seale.” 


GENERAL COMMENT 


The described method is unique in being 
more successful with human tumors than with 
those of rodents. The faith derived from early 
tenuous indications to this effect is herein sub- 
stantiated. Even if there were no present prac- 
tical value, the theoretical importance would 
justify the work, especially as further theoreti- 
cal knowledge of a tumor-destroying reaction 
in the tissues may lead to some therapy for 
visceral tumors or any widely disseminated 
tumors which are beyond the scope of local 
ligation. But the possible field of immediate 
practical usefulness is evident from the fact 
that the extremities, peripheral parts such as 
the breast, the pelvis and the lower part of the 
abdomen furnish the vast majority of clinical 
neoplasms. Technic must, as usual, develop 
through failures and from simple to complex 
tasks ; but it is incontrovertible that temporary 
ligation can be more extensive than excision, 
and there are many structures besides the 
tongue and larynx which are better saved than 
lost. 

The obstacles to freedom of research are il- 
lustrated in the fact that this idea originated 
in 1917, the experiments began in 1933 and the 
publications in 1939, slowly building a broader 


543 


ALLEN; LOCAL ASPHYXIA AND CHEMOTHERAPY 


experimental basis than ever offered for a new 
treatment by any of the large cancer institu- 
tions, while clinically the barriers have been 
so absolute as to limit trials to the few here 
deseribed. There is thus particularly strong 
discouragement and risk in any proposal of a 
new approach to cancer therapy; but even if 
the challenge to reputed authorities is vali- 
dated there is no prospect of a change from 
former experiences, as when, for example,'* 
the individuals and institutions whose blunders 
had suppressed the diet treatment of hyper- 
tension and congestive failure for a quarter- 
century finally became the only ones to receive 
facilities and funds for its further investiga- 
tion. Recalling the similar suppression of the 
early development of surgical refrigeration, it 
is again necessary to appeal to the cooperation 
and judgment of independent surgeons. Three 
types of cases are solicited as appropriate: 
(a) superficial metastases from inoperable in- 
ternal tumors, in whieh the result of local 
treatment would mean nothing to the patient 
but be highly instructive regarding the re- 
action of some of the most malignant neo- 
plasms; (b) metastases in accessible bones or 
other locations where relief of pain or other 
symptoms may be valuable, even though the 
primary growth is beyond help; (¢) cireum- 
scribed primary tumors in locations where the 
prognosis under customary treatment is suf- 
ficiently poor to warrant the venture of a new 
method. The expectation of failures must again 
be emphasized, because of uncertainties con- 
cerning fundamental curative action and still 
more concerning essential technical details. On 
the other hand, the method when properly 
managed is harmless as far as observed. 


SUMMARY AND CONCLUSIONS 


1. In harmony with known relations be- 
tween inflammation and neoplasia, a series of 
clinical cases is described in which various 
tumors were regularly and extensively broken 
down in the reaction following temporary local 
asphyxia. In some of these the cure seemed to 
be complete and permanent, and reasons are 
suggested for the incomplete or temporary re- 
sults in other eases. 

2. This paper repeats the previous insis- 
tence upon the theoretical importance of a 
tissue reaction which selectively destroys tu- 
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mors without the intervention of any outside 
agent. 

3. This process can still be reinforced by an 
outside agent in the form of a suitable chemi- 
cal infiltration. The single case obtainable to 
date happened to furnish a successful result 
with this combination. Many failures are an- 
ticipated because of the stated inability to 
settle many technical details. 

4. Though unsuited for many visceral or 
widely disseminated neoplasms, this method 
may be found practically serviceable for some 
classes of tumors which are not amenable to 
present treatments, or it may save valuable 
structures which have heretofore been sacri- 
ficed. 

5. A plea is made for the privilege of the 
necessary large-scale trials, applications and 
extensions, on the ground not merely of justice 
but of the errors introduced by usurpation in 
the precarious developmental stage of a new 
method. 


RESUME 


1. En harmonie avee les rapports existant 
entre inflammation et la néoplasie, une série 
de eas cliniques est deerite dans lesquels dif- 
férentes tumeurs furent désintegrées par la 
reaction consécutive a Vaxphyxie locale tem- 
poraire. Dans certains de ces cas, la guérison 
parut compléte et permanente et des raisons 
sont offertes pour expliquer les résultats in- 
complets ou temporaires obtenus dans d'autres 
cas. 

2. Cette communication insiste sur limpor- 
tance théorique de la reaction tissulaire qui 
détruit sélectivement certaines tumeures sans 
lintervention d’autres agents. 

3. Ce procédé peut étre renforcé par un 
agent étranger sous la forme d infiltration 
chimique appropriée. Le seul cas obtenu 
jusqu’a présent nous donna un résultat satis- 
faisant avee cette combinaison. Nous nous 
attendons a beaucoup d’échees vu la diffieulté 
de determiner beaucoup de details techniques. 

4. Quoique non indiquée pour beaucoup de 
néoplasmes viscéraux largement disséminés, 
cette méthode peut étre de service pour cer- 
taines tumeurs qui ne répondent pas au traite- 
ment actuellement employvé et peut permettre 
de préserver certains tissus de valeur qui jus- 
qwici ont été sacrifiés. 


NOVEMBER, 1950 


5. Une recommandation est faite pour le 
privilége de nombreux essais, d’applications et 
dextensioms afin d’éliminer certaines erreurs 
introduites dans le développement précoce de 
la nouvelle methode. 


RESUMEN Y CONCLUSIONES 


1. De acuerdo con las conocidas relaciones 
entre inflamacién y neoplasia, se describe una 
serie de casos clinicos en que varios tumores 
fueron regular vy extensamente eliminados en 
la reaccién consecutiva a la asfixia local tem- 
poral. En algunos casos la curacién pareciéd ser 
completa y permanente. Se hacen considera- 
ciones sobre los resultados incompletos o tem- 
porales en otros casos. 

2. Este articulo reitera la anticipada insis- 
tencia sobre la importancia teérica de una 
reaccion tisular, que destruye selectivamente 
tumores sin la intervencién de algtin agente 
externo. 

3. Este proceso puede aun ser reforzado 
por un agente externo en forma de una infil- 
tracién quimica conveniente. El tinico caso 
asequible hasta ahora ha proporcionado un 
resultado satisfactorio con esta combinacién. 
Se han anticipado mucha omisiones por la 
fundada ineapacidad para fijar muchos de- 
talles técnicos. 

4. Aunque inapropiado para muchos neo- 
plasmas viscerales 0 ampliamente diseminados, 
este método puede encontrarse practicamente 
itil para algunas clases de tumores que no 
responden a los tratamientos actuales. Asi- 
mismo, puede salvar estructuras importantes 
que hasta ahora han sido saerificadas. 

». Se alega en favor de los necesarias ten- 
tativas, aplicaciones y extensiones en gran 
escala, no precisamente por ser de justicia 
sino por los errores introducidos por usur- 
pacién en el estado precario de desarrollo de 
un nuevo método. 


RIASSUNTO 


1. Riferendosi ai rapporti che intercorrono 
fra tumori e processi infiammatori, ]’A. de- 
serive una serie di casi nei quali la reazione 
seatenata da un’asfissia locale temporanea ha 
condotto ad un’autolisi del tumore. In aleuni 
casi la guarigione e’ sembrata completa e per- 
manente: in altri—per cause che |’A. tenta 
spiegara—incompleta o temporanea. 
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2. In questo nuovo articolo l’A. riafferma i 
coneetti precedentemente esposti sopra l’im- 
portanza teorica delle reazioni tissulari capaci 
di distruggere elettivamente le cellule neo- 
plastiche, senza l’intervento di fattori esogeni. 

3. Il processo autolitico puo’ essere esaltato 
da un agente esterno, sotto forma di um infil- 


trazione chimica appropriata. L’utilita’ di 
quest’associazione e’ convalidata dai risultati 
ottenuti in un caso clinico. L’A. non si nas- 
conde pero’ la possibilita’ di numerosi insuc- 
cessi, dovuti all ’impossibilita’ di risolvere 
molti problemi teenici. 

4. Per quanto non adatto ai tumori vis- 
cerali od a tumori ampiamente disseminati, 
questo metodo e’ utile per taluni tumori che 
non sono altrimenti curabili con i mezzi odier- 
ni, oppure allorquando si voglia evitare il 
sacrificio di tessuti o di organi importanti. 

L’A. lancia infine un appello affinche’ questo 
metodo venga sperimentato su piu’ larga seala, 
non solo per ragione di giustizia, ma anche 
perche’ egli’ teme gli errori che potrebbero 
sorgere nell’applicazione—e forse—nellusur- 
pazione di un nuovo metodo. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. In Anlehnung an die bekannten Bezie- 
hungen zwischen Entzuendung und Neubil- 
dung wird eine Reihe klinischer Faelle 
beschrieben, in denen verschiedenartige Ge- 
schwuelste regelmaessig und in grosser Aus- 
dehnung zur Einschmelzung gebracht wurden 
a's Reaktion auf temporaere oertliche As- 
phyxie. In einigen dieser Faelle scheint die 
Heilung vollstaendig und dauerhaft gewesen 
zu sein, in anderen werden Gruende fuer nur 
unvollstaendige und zeitweilige Ergebnisse an- 
gefuehrt. 

2. Die Arbeit haelt an der frueheren Her- 
vorhebung der theoretischen Bedeutung einer 
Gewebsreaktion, die ohne andere aeussere 
Mittel Geschwuelste selektiv zerstoert, fest. 

3. Der Zerstoerungsvorgang kann dureh 
ein aeusseres Mittel in Form einer geeigneten 
chemischen Infiltration noch verstaerkt wer- 
den. Der einzige zur Zeit verfuegbare Fall hat 


mit einer solehen Kombination ein erfolgrei- 
ches Ergebnis gezeigt. Auf Grund der Un- 
moeglichkeit, die vielen technischen Schwierig- 
keiten zu ueberwinden, werden viele Versager 
vorausgesehen. 


ALLEN: LOCAL ASPHYXIA AND CHEMOTHERAPY 


4+. Obgleich das Verfahren fuer viele Ein- 
veweidetumoren oder weitverbreitete  Ge- 
schwuelste ungeeignet sein mag, so kann es doch 
fuer manche Geschwulstgruppen, die den heu- 
tigen Behandlungsmethoden unzugaenglich 
sind, von praktischem Nutzen sein oder wert- 
volle Gebilde, die bisher geopfert werden 
mussten, retten. 

5. Der Verfasser bittet, dem Verfahren die 
notwendige Chance umfangreicher Versuche, 
Anwendungen und Ausdehnungen zuteil wer- 
den zu lassen, nicht allein aus Gruenden der 
Gerechtigkeit. sondern auch im Hinblick auf 
die Irrtuemer, die in dem schwierigen Ent- 
wicklungsstadium einer neuen Methode durch 
voreingenommene Beurteilung entstehen. 
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The comparison of the human body to a house was a favorite metaphor of the 
Jewish prophets. This idea was quaintly illustrated by Tobias Cohn, who wrote a 
book on medicine in 1707. The illustration in his book, which compares the human 
body and its organs to a house, calls the eyes the windows, the lungs the ventilators. 
the stomach the kitchen, and makes a series of other equally interesting comparisons. 
Even before Tobias Cohn, a famous physician at Padua, Santorio Santorio. carried 
out experiments in what he termed “insensible perspiration,” which, in modern par- 
lance, was the radiation of heat from the body. Santorio’s book describing his experi- 
ments, which appeared in 1614. has as a frontispiece one of the most interesting 
pictures in the annals of medical illustration. It shows the famous Paduan professor 
weighing himself after a meal. 

While this general idea was an old one. it remained for centuries little more 
than a metaphor. The investigations of Joseph Priestley mark the beginning of a i 
scientific expression of this thought. Priestley was a Unitarian minister who wrote i 
with facility upon a variety of topics. . . . His collected works fill no less than forty- ; 
five large and closely printed volumes and he was. perhaps. as one of his severe 
critics said, “one of the most voluminous writers of any age or country, and prob- 
ably he is, of all voluminous writers, the one who has the fewest readers.” Afflicted 
throughout life with an incurable stutter, he was not satisfied with his efforts in the 
pulpit and sought a wider audience through his published words. His love of writing 
remained with him throughout his long career: and during the last days of his life. 
although compelled by weakness to take to his bed, he took with him a sheet of 
proof and made some corrections. 


The fame of Priestley. however, rests. not upon the forty-five closely printed 
volumes which he wrote upon almost every conceivable topic, but upon the simple 
fact that he discovered oxygen. Whatever they thought of his strictures upon the 
Established Church. his sympathy for the French Revolution, or his championship 
of Thomas Paine and republican doctrines, even his most vindictive enemies admitted 
that such a discovery was enough to ensure him immortality—Ralph H. Major 
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Leiomyosarcoma of the Jejunum 


RICHARD M. FLEMING, NMED. 
MIAMI, FLORIDA 


JULIUS R. PEARSON, M.D., F.A.C.P. 


HE occurrence of shock in a previously 
asymptomatic person leaves little time 
for consideration of certain infrequently 

encountered but decidedly important causes 
which may originate in the small bowel. Hem- 
orrhage from a malignant tumor of the small 
bowel is a potent mechanism for such a catas- 
trophe, and it is our purpose to point out this 
syndrome. In the haste to meet adequately the 
test of good medical and surgical management 
in this situation, the possibility is often over- 
looked. 

A tumor of the small bowel often dramati- 
cally responsible for the hemorrhagie incident 
is the leiomyosarcoma. It springs from smooth 
muscle tissue, as its name implies, and may 
oceur in any part of the gastrointestinal tract. 
Sueh tumors have been reported as occurring 
in the esophagus,’ the diaphragm,’ the stom- 
ach,* the duodenum,’ the ampulla of Vater.’ 
the jejunum,® the ileum,’ Meckel’s diverticu- 
lum,® the cecum,’ and the rectum." Of the in- 
testinal sites of occurrence the most common 
are the third part of the duodenum!" and the 
ileum.'? We are here presenting a case in which 
the growth was in the jejunum. 

Leiomyosarcoma may occur at any age. It 
may be either single or multiple. If multiple. 
all the masses may be in the intestine, or, as we 
shall show, they may be present simultaneously 
or subsequently in various other parts of the 
vastrointestinal tract. 

The histologic origin of leiomyosarcoma is 
still not clearly defined. Some authors are pro- 
ponents of Conheim’s embryonal rest theory ;'" 
others maintain that the tumors are the result 
of malignant change in previously benign 
leiomyomas ;'* and still others say that they 
are malignant from the onset.!® It has even 
been held that these tumors and their metas- 
tases are benign at all times.'® However, Ewing 
stated that this “usually benign tumor has de- 
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veloped extensive and local general secondary 
growths—in the latter periods of the growth or 
after extirpation of tumors which had long re- 
mained benign, so that it would appear that a 
malignant change had taken place in the char- 
acter of the tumor.”'’ Such a sequence of events 
seems to have occurred in our own ease. 
Leiomyosarcomas occur in two main forms. 
Although both originate in the muscularis, the 
growth may occur outward as a subserous pro- 
jection of a polypoid mass into the peritoneal 
cavity, or it may grow into the lumen of the 
bowel. In the first instance it does not invade 
the surrounding structures, but adhesions be- 
tween the tumor and the surrounding bowel or 
omentum may occur, and traction on these ad- 
hesions produces secondary traction divertic- 
ula. This mass of tumor, adhesions and diver- 
ticula may assume a size equal to that of a 
baby’s head and may be the only presenting 
sign, to which attention is called by pain re- 
sulting from the traction. Or, on the other 
hand, perforation, ulceration or hemorrhage 
may usher in the entire picture without pre- 
monitory evidences or after variable periods of 
complaints attributed to a functional origin." 
The second form proliferates in the muscu- 
laris, in multiple polypoid growths or in large 
masses directed mucosally into the intestinal 
lumen. These are usually pedunculated and 
much smaller than the subserous type, and they 
cause irritation of the bowel or obstruetion of 
its lumen fairly early. The overlying mucosa 
may uleerate, thus causing hemorrhage, or the 
base of the polypoid mass may ulcerate and the 
mass May spontaneously amputate itself. 
Grossly these tumors are firm and elastic. 
white or pink, coarsely nodular or lobulated. 
with varying amounts of vascularity and fairly 
good encapsulation, and varying in size from 
that of a walnut to that of a large grapefruit. 
Regressive changes occur, depending on the 
ability of the vascular supply to nurture the 
malignant tissue. Thus every form of degener- 
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Fig. 1.—Gross specimen—Irregular nodular tumor 

arising from antimesenteric border of jejunum. The 

mesenteric fat extends on to the tumor mass, which is 
hemorrhagic and somewhat friable. 


ation is to be seen within the tumor, from the 
mucosal surface or the subserosa to the center, 
including evst formation, hemorrhage, neero- 
sis, ulceration, fatty and hyaline change, and 
calcification. Serosal reaction occurs in the 
form of inflammation, exudate and fibrous tis- 
sue proliferation to form adhesions to the sur- 
rounding bowel and omentum. In no instanee, 
however, has the tumor invaded the surround- 
ing tissues or structures. Surgically this is of 
the utmost importance, because vital structures 
to which the tumor may be adherent need not 
be sacrificed in removal of the tumor. 

Microscopically the leiomyosarcoma is made 
up of whorls of smooth muscle tissue and vary- 
ing amounts of connective tissue. Vascularity 
is considerable, but the tumor cells show a total 
disregard for any relation to the small vessels 
which are invaded. Moderate cellular infiltra- 
tion ean be seen (especially in the presence of 
secondary infection ), consisting of lymphoeytie 
and myelocytic elements and ineluding plasma 
cells, lymphocytes, eosinophils and multinu- 
cleated giant cells. 

The features of the tumor cells are: increase 
in the size of these spindle-shaped cells ; shorter, 
plumper cells with nuclei more definitely oval ; 
inequality and irregularity in the size and 
shape of the cells; lack of differentiation in the 
cells; unequal and especially deep staining of 
the nuclei; the presence of unusual cells with 
hyperchromatic single and multiple nuclei: 
the presence of mitotic figures, typical and 
atypical, especially pluripolar mitoses; the de- 
erease or absence of stroma fibers between the 
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cells, and thinness or absence of the blood ves- 
sel walls.'* 

In the course of events the tumor may grow 
slowly and remain localized until discovered 
and attacked surgically, or it may metastasize 
to practically any part of the body, from the 
peritoneum, the mesentery and the regional 
Ivmph nodes to such distant sites as the sub- 
cutaneous tissue or the body wall. The first 
evidence of the existence of such a tumor may 
be the need of attention to a secondary growth, 
and the primary lesion may not be discovered 
until later.'" Although recurrence following 
thorough removal is uncommon, the tumor may 
recur locally as much as thirteen years later,*’ 
or the metastatic growths may be found simul- 
taneously with or shortly after the uneovering 
of the primary growth. Incidentally, it is in- 
teresting to note that the small bowel may also, 
in rare instances, be the site of metastasis from 
a primary leiomyosarcoma elsewhere in the 
body. Raiford'' mentioned 1 instance of je- 
junal metastasis, but considerably more occur 
to the duodenum and the ileum; these are 
mainly multiple. 

Clinieally, jejunal tumors may be divided 
into two main groups: (1) those due to ob- 
struction and (2) those due to hemorrhage. 
Tumors of the first group result either from 
slow encroachment of the polypoid growth on 
the lumen of the bowel or from the more aeute 
intussusception of the bowel in which the tu- 
mor is at the apex of the intussuscepted seg- 
ment. Thus there may be pain, dull and aching 
or sharp and cramplike, in the lower abdomi- 
nal quadrants. In both instances the severity 
of the pain increases persistently, and to the 
initial muscle spasm, tenderness and abdomi- 
nal fullness are added distention and tympa- 
nites as complete obstruction oceurs. 

At an early stage there may be anorexia, 
dyspepsia, postprandial distention, nausea, 
vomiting, constipation or diarrhea, recurring 
melena, malaise and loss of weight. Hypochro- 
mie anemia occurs gradually because of recur- 
rent bleeding from the ulcerating mucosa 
overlying the tumor and the resulting cachexia ; 
or there may be a sudden large hemorrhage 
from an eroded vessel in the base of the tu- 
mor’s pedicle. Massive bleeding may occur in 
the subserosal or extraluminal type of tumor 
as well as in the first-mentioned variety, and in 
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either case shock may be the initial clinical 
manifestation of the tumor or its complica- 
tions. On the other hand, the tumor may be 
palpated early in its clinical history, or it may 
be equally evident to the roentgenologist. If it 
is removed at once the patient will have suf- 
fered few of the symptoms and none of the 
complications. 

There is a small group of extraluminal ma- 
lignant tumors of the small bowel'! which 
cause neither obstruction nor hemorrhagic 
symptoms, but rather manifest their malig- 
naney by producing cachexia and local pres- 
sure effects. The signs are not specific, and the 
presence of a tumor is determined by palpation 
of a freely mobile or firmly fixed mass which, 
clinically, resembles any other intra-abdominal 
neoplasm. 

In addition to obstruction of the intestinal 
lumen, intussusception, and hemorrhage from 
an eroded vessel, such other complications may 
oceur as perforation of the bowel’? due to ul- 
ceration of its wall, torsion of the bowel as a 
result of adhesions to surrounding structures, 
and the formation of diverticula into the 
mesentery. 

The preoperative diagnosis of leiomyosar- 
coma of the jejunum is difficult. The sudden 
appearance of shock due to one of its compli- 
cations leaves little time to consider the remote 
or rare causes of abdominal emergencies. If 
there is sufficient time to bring out a history of 
abdominal pain in a lower quadrant, associated 
with evidences of stasis of the small bowel. 
hypochromie anemia, recurrent melena, loss of 
weight and increasing constipation, the possi- 
ble existence of a tumor should be included in 
the differential diagnosis. Physical examina- 
tion may be noncontributory, or it may reveal 
a mass in the umbilical area or evidence of 
secondary lesions, nearby or at a distance, in- 
volving any other organ or structure. Or, as in 
our case, the emergency may be ushered in 
without any premonitory history, symptoms or 
signs; transfusions of whole blood may be of 
no help, and bleeding may continue unabated 
from an area high in the intestinal tract. Un- 
der these circumstances, even if no mass is 
palpable, tumor of the small bowel should be 
considered. 

Roentgen diagnosis of lesions of the small 
bowel is difficult but is most valuable for defi- 
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nition of the tumors. A localized deformity or 
filling defect involving a short segment whose 
proximal and distal margins are sharply de- 
mareated can be detected by various methods, 
including oral administrations of barium, duo- 
denal intubation, or an enema.*! In the early 
stages the roentgenogram may show changes in 
inucosal pattern due to pressure or stretching 
of the bowel. Later there is alteration or oblit- 
eration of the mucosal pattern at the site of the 
lesion ; then, with invasion of the mucosa, there 
are ulceration and crater formation ;° finally, 
there is obstruction, with a “stepladder” pat- 
tern and multiple fluid levels. The last-men- 
tioned condition is observed especially with 
sudden intussusception of the polypoid intra- 
luminal type of tumor. 

Among the entities to be ruled out is ob- 
struction due to constricting adhesions. The 
history of preceding abdominal operation or 
peritoneal inflammation or irritation is helpful. 


Fig. 2.—Jejunal tumor (H.P.) Characteristic fea- 
tures of leiomyosarcoma. 


Fig. 3.—Liver metastasis (L.P.) Sareomatous infiltra- 
tion with hemorrhage. 
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Volvulus must be distinguished from intussus- 
ception. Volvulus most commonly oecurs in the 
sigmoid,** roentgenologically the small bowel 
is normal. The roentgen picture of intussuscep- 
tion is diagnostic. Both are serious, and if not 
spontaneously righted they present equal ab- 
dominal emergencies. Appendicitis and Meck- 
el’s diverticulitis occur usually in younger per- 
sons. Asa rule there is no anemia, but evidence 
of leukocytosis may be observed. Diverticulitis 
or hemorrhage in diverticulosis usually pre- 
sent confirmatory roentgen evidence. 

Other tumors of the bowel present equally 
difficult diagnostic problems and require lap- 
arotomy. Complications of duodenal ulcer, 
especially perforation, often have a suggestive 
history ; the pertinent features are related to 
the upper, rather than the middle or lower, 
abdominal areas. When massive bleeding oc- 
curs from a previously asymptomatic duodenal 
ulcer, often the only sign is the occurrence of 
repeated large tarry stools. While this might 
also oceur in the presence of a small tumor of 
the upper part of the small bowel, one is more 
apt to observe tarry stools mixed or alternating 
with dark to bright red blood. When this sign 
oceurs one should always bear in mind the 
possibility of tumor, provided the colon can be 
eliminated as the site of bleeding. A nonspecific 
inflammatory process or an eosinophilic gran- 
uloma of the jejunum** may produee filling de- 
fects on the roentgenogram, which must be dif- 
ferentiated. Usually they show longer-involved 
segments and less sharply defined margins, 
and fluoroscopically there is greater fixation of 
the bowel by adhesions. 


Fig. 4.—Liver metastasis (H.P.) Characteristic stain- 
ing qualities (note vacuolization). 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


NOVEMBER, 1950 


The prognosis depends on the speed and 
agility with which the diagnosis is made and 
surgical intervention carried out. If the tumor 
is still localized, much can be hoped for with 
adequate resection. If metastasis has occurred, 
operative intervention offers little more than 
temporary amelioration, and the final outlook 
is unfavorable. 

Treatment is adequate resection of the af- 
fected segment of bowel with its gland-bearing 
mesentery. If this is no longer possible, or if 
metastases are widespread and impossible to 
remove, irradiation may offer some help in the 
postoperative care. 


REPORT OF CASE 


L.R., a white man aged 71, was admitted to the 
Alton Road Hospital on May 26, 1949, because of 
massive gastrointestinal bleeding. The chief com- 
plaints were of dizziness, weakness and tarry stools. 
The onset occurred about twenty-four hours prior 
to admission, at which time the patient noticed 
black stools resembling prune juice. He became 
weak and dizzy. On the following day he con- 
sulted one of us (J.R.P.) and during examination 
he vomited a large amount of dark brownish fluid 
and had involuntary defecation of a large amount 
of tarry material. He went into mild shock and 
was hospitalized at once. The blood count on ad- 
mission revealed the following values: erythrocytes, 
2,900,000 per cubic millimeter, with 7.5 Gm. of 
hemoglobin; leukocytes, 10,200 per cubie milli- 
meter, with 11 stab cells, 30 neutrophils, 55 lympho- 
cytes, 2 monocytes, 1 eosinophil and 1 basophil. 
He was given whole blood immediately and made 
a good response. There were no more tarry stools 
that day. Sigmoidoscope examination and a barium 
enema revealed no lesion in the colon. On the fol- 
lowing day a low enema returned a number of 
small, dark red blood clots. After this procedure 
there was some fresh bleeding, and still later there 
was a large black stool. Blood replacement was 
continued, but as there were equally large repeated 
tarry stools, the patient was prepared for opera- 
tion with no further diagnostic workup. The pre- 
operative impression was that of bleeding duo- 
denal ulcer, although the possibility of tumor of 
the small bowel was mentioned. 

At operation a nodular tumor the size of an 
orange was observed, arising from the wall of the 
small bowel in the lower part of the jejunum (Fig. 
1). It was irregularly nodular and firm and was 
attached by moderately dense adhesions to the 
mesosigmoid. It was readily freed from the latter 
structure; careful dissection revealed no evidence 
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of infultration of the tumor mass into the meso- 
sigmoid, but rather an inflammatory - reaction 
around the tumor, with vascular changes within 
the tumor mass. There were no palpably enlarged 
nodes either in the mesentery of the small bowel 
adjoining the tumor or elsewhere along the preaor- 
tic chain. The liver was normal to palpation, and 
there was no evidence of peritoneal implantation of 
the tumor. There was no free fluid in the abdomen 
and no evidence of obstruction. The distal portions 
of both the small and the large bowel contained a 
moderately large amount of blood from recent 
hemorrhage. 

The tumor was resected, and an aseptie end-to- 
end anastomosis was accomplished by means of a 
double laver of No. 0000 black silk. The resection 
was done with Wangensteen clamps. The patient 
withstood the procedure well and left the operating 
room in good condition. His postoperative course 
was uneventful. He left the hospital on the tenth 
postoperative day and remained well until March 
1950. 

On March 18 he was admitted to the Mt. Sinai 
Hospital begause of recurrent pain in the right 
upper abdominal quadrant, nausea and vomiting. 
After a diagnostic workup which revealed a non- 
functioning gallbladder, a diagnosis of chronic 
cholecystitis with cholelithiasis was made. As his 
symptoms failed to subside and jaundice appeared, 
exploration was done on April 7. The gallbladder 
region was immediately visualized and seen to be 
obscured by numerous adhesions between the 
omentum, duodenum, mesocolon and gallbladder. 
Dissection of these adhesions had begun when the 
exploring hand, in packing the stomach away, 
came upon a mass apparently arising from the 
lesser sac. Investigation of this mass revealed it to 
originate from the under surface of the left lobe 
of the liver, arising near its posterior margin and 
extending forward by a broad-based attachment. 
It was the size of a man’s fist and presented for- 
ward as a large globular mass strongly resembling 
a distended gallbladder. The incision was extended 
to expose the mass further, and a biopsy specimen 
was secured from the tumor mass. This revealed 
a friable hemorrhagic tumor, a frozen section of 
which showed its malignant nature (Fig. 2). In 
packing the stomach away to control the bleeding 
from the biopsy site, a firm mass about 3 em. in 
diameter was encountered on the greater curvature 
of the stomach, near the fundus. Apparently it 
involved the full thickness of the stomach wall. 
This mass was removed by a V-shaped resection 
between clamps. Gross inspection showed it to be 
a solid, homogeneous, greyish-white, amorphous 
tumor (Fig. 3). There was no evidence of infiltra- 
tion of the gastric mucosa. Careful inspection of 


Fig. 5.—Gastric tumor. Cells arranged in irregular 


6.—Gastric tumor, showing junction of sarcoma 
with normal muscularis layer. 
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the rest of the liver revealed no evidence of other 
masses, and a complete examination of the peri- 
toneal cavity showed the entire gastrointestinal 
tract to be normal, with no evidence of peritoneal 
implants or enlarged nodes in the mesentery or the 
retroperitoneal space. The site of resection of the 
small bowel tumor showed no evidence of local 
recurrence; in fact, there was not even an ad- 
hesion around the anastamosis, and there were no 
glands in the mesentery of the small bowel. The 
patient had an uneventful convalescence until the 
sixth postoperative day, when his temperature rose 
to 101.4 F. A subhepatie abscess and an abscess 
of the right lobe of the liver were discovered and 
drained at a subsequent operation. Convalescence 
from this operation proceeded with remarkable 
rapidity, and he became asymptomatic and afebrile 
within a few days. 

Palliative irradiation of the hepatic mass was 
then administered. Although the patient was in 
considerable distress during the treatments, his 
symptoms subsided after their completion, and at 
the time of writing he is fairly comfortable. As 
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very little irradiation has been used, it will be of 
interest to observe his response. 


SUMMARY 


Malignant neoplasms of the small bowel are 
uncommon, but they must be included as a 
possibility in differential diagnosis of acute 
abdominal emergencies, especially those sud- 
denly ushered in by the syndrome of shock 
and intestinal hemorrhage or obstruction. 

A case of leiomyosarcoma of the jejunum is 
presented. This is a rare entity among tumors 
of the small bowel. It develops in the muscu- 
laris, grows into the subserosa or the intestinal 
lumen, and metastasizes through the blood 
stream to local or distant tissues or structures. 

Early diagnosis is important, because prompt 
intervention with adequate surgical treatment 
prevents metastases or local recurrence. Roent- 
gen procedures are often helpful and diagnos- 
tie when time for careful study is available. 

The treatment of choice is radical resection 
of the local lesion. When this is no longer pos- 
sible, irradiation should be employed as a pal- 
liative measure, 


RESUME 


Les neoplasmes de Vintestin gréle ne sont 
pas frequents mais ils doiven étre considérés 
comme possibles dans le diagnostic différentiel, 
dans les troubles aigus abdominaux, surtout 
dans ceux qui débutent par un syndrome de 
choe @hémorragie intestinale ou d’obstrue- 
tion. 

Un cas de Jeimyosarcum du jejunum est 
rapporté. Cette lesion est rare parmi les tu- 
meurs de Vintestin gréle. Elle se développe 
dans la couche musculaire et s’etend dans la 
sous-sereuse ou dans la lumiere intestinale. 
Elle est transmise par le sang aux tissus et 
aux organes avoisinnants ou éloignés. 

Un diagnostic précoce est important vu 
quwune intervention adéquate ou un traitement 
chirurgical prévient la metastase et la récidive 
locale. 

Quand le temps le permet la procédure 
Roentgen est utile pour le diagnostic. Le 
traitement est la résection radicale de la lesion 
locale; quand ceci n’est plus possible, lirridia- 
tion sera employée comme mesure palliative. 
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RESUMEN 


Los neoplasmas malignos del intestino del- 
gado no son comunes, pero debe incluirse la 
posibilidad de los mismos en el diagnéstico 
diferencial de emergencias abdominales agu- 
das, especialmente aquellas anunciadas de re- 
pente por el sindrome de choque y hemorragia 
u obstruccién intestinal. 

Se presenta un caso de leiomiosarcoma del 
yeyuno, que es raro entre los tumores del in- 
testino delgado. Se desarrola en la muscular, 
crece en la serosa o la luz intestinal y da 
metastasis por via sanguinea a tejidos 0 estruc- 
turas locales o distantes. 

E] diagnéstico temprano es importante, dado 
que la intervencién oportuna con tratamiento 
quirtrgico adecuado previene las metastasis 
© la recidiva local. Los procedimientos Rént- 
justificado el alivio de los sintomas y en algu- 
oportuno por cuidadoso estudio es provechoso. 

E] tratamiento es la reseccién radical de la 
lesion local. Cuando esto va no es posible, debe 
emplearse la réntgenterapia como medida 
paliativa. 


ZUSAM MENFASSUNG 


Boesartige Geschwuelste des Duenndarms 
kommen selten vor, muessen aber als eine 
Moeglichkeit in die Differentialdiagnose drin- 
gender akuter Bauchfaelle einbezogen werden, 
besonders dann, wenn die Erkrankung ploetz- 
lich mit den Zeichen des Schocks, mit Darm- 
blutungen oder Darmverschluss einsetzt. 

Es wird ein Fall von Leiomyosarkom des 
Jejunums dargestellt. Dies ist unter den 
Geschwuelsten des Duenndarms eine seltene 
Krankheitsform. Sie entwickelt sich in der 
Muskelschicht, waechst in die Subserosa oder 
in die Darmhoehle hinein und metastasiert 
auf dem Blutwege in nahe oder ferne Gewebe 
oder Organe. 

Eine fruehzeitige Diagnose ist wichtig, weil 
ein sofortiges Eingreifen mit angemessenen 
chirurgischen Methoden Metastasen oder oert- 
liche Rueckfaelle verhindert. Roentgenunter- 
suchungen sind oft von Nutzen und koennen 
zur Diagnose fuehren, wenn genuegend Zeit 
fuer eine sorgfaeltige Untersuchung vorhanden 
ist. 

Die Behandlung besteht in radikaler Re- 
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sektion des Krankheitsherdes. Wenn eine 
solehe nicht mehr moeglich ist, sollten Be- 
strahlungen als palliative Behandlung ange- 
wandt werden. 


RIASSUNTO 


I tumori maligni dell’intestino tenue sono 
relativamente rari, ma vanno inclusi nella 
diagnosi differenziale delle sindromi addomi- 
nali acute, specialmente quando diano luogo a 
shock, emorragie, ostruzioni intestinali. 

L’A. presenta un caso di leiomiosarcoma del 
digiuno, che e’ una delle forme piu’ rare. II 
tumore — sviluppato nella muscolare, era 
cresciuto nella sottosierosa. In casi del genere, 
le metastasi avvengono per via ematica, 0 i 
tumori si riproducono localmente. Una diag- 
nosi precoce e’ della massima importanza, 
perche’ un intervento sollecito puo’ ancora 
prevenire metastasi o recidive locali. Gli 
esami radiografici aiutano molto la diagnosi. 

La cura, consiste in una resezione radicale 
del tumore. Se l’operazione non e’ piu’ pos- 
sibile, la radioterapia entra in giuoco quale 
cura palliativa. 
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Students and Teachers 


Education is a lifelong process, in which the student can only make a beginning 


during his college course. 


The successful teacher is no longer on a height, pumping knowledge at high 
pressure into passive receptacles. He is a senior student anxious to help his juniors. 

The professoriat of the profession, the most mobile column of its giant army, 
should be recruited with the most zealous regard to fitness, irrespective of local 
conditions that are apt to influence the selection. 

Every fifth year, back to the hospital, back to the laboratory, for renovation. 


rehabilitation, rejuvenation and resuscitation!—Sir William Osler 
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The Use of Oxidized Cellulose to Control 
Hepatic Bleeding 


BERNARD J. FICARRA, A.B., Sc.B., M.D., F.1.C.S.* 
BROOKLYN 


N a previous study a report was made con- 

concerning the use of hemostatic agents in 

the gallbladder fossa after cholecystec- 
tomy.' The hemostatic agents were employed 
to control distressing bleeding from the liver 
bed following cholecystectomy. The agents 
used were fibrinfoam and, on other occasions, 
gelfoam. 

These hemostatic agents were found most 
satisfactory in the majority of instances. How- 
ever, in the presence of bile oozing, it was 
noted that hemostatic products apparently in- 
creased the flow of bile. In the hope of avoid- 
ing this complication, | have employed oxidized 
cellulose (oxycel)+ in preference to other hem- 
ostatic agents. The purpose of this report is 
to describe certain observations after the use 
of oxyeel. 

Oxycel combines two essential assets to the 
surgeon. First, it is a hemostatic agent that 
fulfills the same demands as do other types of 
material employed for the same purpose. 
Secondly, oxyeel has bulk capacity similar to 
that of a gauze pack. In other words, oxycel 
is a gauze pack with hemostatic properties ; 
it is absorbable and therefore need not be re- 
moved. 

Oxycel was placed in the divided liver of a 
rabbit. This liver had been completely eut in 
half. The oxyeel was placed in the wound site. 
Bleeding was controlled within one minute; 
the liver appeared intact, with a black area 
at the site of oxycel activity (Fig. 1). 

The clinical application of oxyeel finds great 
utility in surgical treatment of the gallbladder, 
since distressing bleeding may occur from the 
gallbladder fossa. It is also a valuable aid in 
the control of bleeding after a biopsy specimen 
of the liver has been taken. It has been proved 
by clinical experience that, in the presence of 
bile oozing, oxyeel should be employed only if 


*Professor of Research Biology, St. John’s University, 
Brooklyn. 

Submitted for publication Aug. 4, 1950. 

+The oxycel employed in this study was supplied by 
the Department of Therapeutic Development, Parke, 
Davis & Co., Detroit, Michigan. 


this oozing can be controlled. This does not 
mean that the hemostatic properties of oxycel 
are lost in the presence of bile; it does mean, 
however, that oxycel will not control bile 
oozing. When bile oozing results in a biliary 
fistula, oxycel in its altered state has been 
known to drain from the biliary sinus as late 
as ten days after operation. At this stage the 
oxycel is blackened, closely resembling blood 
that has been acted upon by hydrochlorie acid. 

I prefer to employ heavier suture material 
for the cystic artery and the cystic duet when 
the use of oxycel is necessary for the control 
of bleeding. Black silk or linen is my choice 
for this purpose. The use of drains in this 
type of work has been equally divided. 
Hitherto I have routinely employed a cigarette 
drain in all cases. In more than 12 cases no 
drains were employed, and in this group of 
cases no complications were noted.' 


SUMMARY 


1. Oxidized cellulose (oxycel) has been em- 
ployed to control bleeding from the liver fol- 
lowing cholecystectomy. 

2. The material is a hemostatic agent which 
embodies the advantages of a gauze pack 
but does not have to be removed. 

3. Oxycel maintains its hemostatic proper- 
ties in the presence of bile oozing. However, it 
will not control bile oozing, and it is prefer- 
able not to use it when this is present. 

4+. The elimination of oxycel through a 
biliary fistula may continue as long as ten days 
after an operation. 

5. Hepatic bleeding may be controlled sat- 
isfactorily by the use of oxycel. This has been 
demonstrated experimentally on rabbits and 
clinically in the operating room. 


SOM MAIRE 


1)—La cellulose oxygénée a été employée 
pour contréler Vhémorragie du foie survenant 
apres la cholécystectomie. 

2)—Cette substance est un agent hémo- 
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Fig. 1.—Discoloration of oxycel one minute after it was placed in the divided 
liver of a rabbit. 


statique, présente les avantages des panse- 
ments gazeux et n’a pas besoin d’étre enlevée. 

3)—L’oxycel maintient une propriété hemo- 
statique en présence d’un écoulement de la 
bile. Neanmoins, il ne contrdle pas la fuite de 
la bile et il est préférable de ne pas employer 
loxyeel quand il y a écoulement de la bile. 

4—L’élimination de Voxyeel a travers la 
fistule biliaire peut continuer pendant dix 
jours apres lacte opératoire. 

\)—L’hemorragie hépatique peut étre con- 
trolée complétement par l’emplo de Voxyeel. 
Ceci a été demontré expérimentallement chez 
les lapins et cliniquement dans la chambre 
(Vopération. 


RESU MEN 


1. Se ha empleado la celulosa oxidada (oxy- 
cel) para controlar la hemorragia hepatic 
consecutiva a la colecistectomia. 

2. Se trata de un agente hemostatico qu 
reune las ventajas de la compresa de gasa sin 
tener que retirarlo. 

3. El oxycel conserva sus propiedades hemo- 
staticas en presencia del rezumamiento biliar. 
Sin embargo, no controla dicho rezumamiento 
y es preferible no usarlo en caso de que lo 
haya. 

4. La eliminacién del oxyeel por una fistula 
biliar puede continuar como diez dias después 
de una operacion. 


5. La hemorragia hepatica puede contro- 
larse satisfactoriamente con el oxyeel. Esto 
se ha demostrado experimentalmente en cone- 
jos y clinicamente en el quiréfano. 


ZUSAM MENFASSUNG 


1. Oxydierte Zellulose (Oxyeel) wird zur 
Stillung von Leberblutungen nach Gallen- 
blasenresektionen angewandt. 


Fig. 2.—Appearance of oxycel ten days after opera- 
tion in the presence of biliary drainage. 
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2. Das Material ist ein blutstillendes Mittel, 
welches die Vorteile eines Gazetampons besitzt 
aber nicht entfernt zu werden braucht. 

3. Oxycel behaelt seine blutstillenden Eig- 
enschaften auch in Gegenwart von durchsick- 
ernder Galle. Es bringt allerdings das Aussic- 
kern der Galle nicht zum Stillstand und sollte, 
wenn ein soleches vorhanden ist, besser nicht 
angewandt werden. 

4. Die Ausscheidung von Oxyeel durch eine 
Gallenfistel kann zehn Tage lang nach einer 
Operation andauern. 
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usata nelle colecistectomie per frenare il 
gemizio di sangue dal fegato. 

2. L’oxyeel e’ un agente emostatico che 
offre gli stessi vantaggi del tamponamento con 
varza, senza pero’ richiedere la sua rimozione. 

3. L’oxycel conserva la capacita’ emosta- 
tica anche in presenza di un gemizio di bile. E’ 
comunque preferibile non usarlo qualora un 
versamento di bile sia presente. 

4. L’eliminazione dell’oxycel attraverso 
una fistola biliare puo’ continuare fino ad un 
massimo di 10 giorni dopo l’operazione. 


5. Eine Leberblutung kann dureh die An- 
wendung von Oxyeel in zufriedenstellender 
Weise kontrolliert werden. Dies ist sowohl ex- 
perimentell an Kaninchen als auch klinisch im 
Operationssaal nachgewiesen worden. 


5. La ecapacita’ emostatica dell’oxycel e’ 
stata ormai sufficientemente dimostrata negli 
animali da esperimento e nelle sale operatorie. 
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It would be a happy day for the peace of mankind if all health reformers and 
health faddists would get the idea into their heads that individuals differ enormously 
in their adjustment to elementary health habits. I read the other day the report of an 
enthusiastic young doctor who had gone into a factory, examined all the executive 
heads of the organization, and showed that some of them were committing dietary 
errors, some took too little exercise, some had too little sleep, etc. All these things. 
according to the report, had been corrected. but it omitted to say how successful the 
results were—how successful on the basis of how many more bales of goods the factory 
sold after the executives had been overhauled. 

I have a sneaking suspicion that the results were not successful on that basis 
at all, as I should think the executives would be far less efficient after they had all 
been forced to follow the same health habits devised by an enthusiastic outsider. 
The fact is that there is a tremendous margin in the requirements of different indi- 
viduals as to so-called health habits. Each one himself learns. for instance, the amount 
of meat, the amount of exercise, and the amount of sleep he requires. and instinc- 
tively adheres to it. 

There is only one hard and fast health rule—and that is that no health rule is 
hard and fast.—Logan Clendening 
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LACK of coordination of the extrinsic 
muscles of the eye in which the visual 
axis of one eye deviates from the nor- 
mal is commonly known as concomitant stra- 
bismus. This type of strabismus differs from 
the paralytic variety in that the relative posi- 
tions of the two eyes remain much the same in 
all directions of the gaze instead of increasing 
in certain directions as in paralytic strabismus. 
Oceasionally a periodi¢ strabismus is observed, 
oceurring at fairly regular intervals, which is 
believed to be due to exhaustion of either the 
internal or the external rectus muscles, which 
reestablish their tone after a period of rest. 

Errors of refraction, uncorrected in early 
childhood, are the most frequent causes of con- 
comitant strabismus. As the majority of eves 
affected with this condition lose their acuity of 
vision if the abnormality remains uncorrected, 
it is the physician’s duty to apprise the parents 
of strabismie children of this tendency and to 
insist upon correction of their refractive errors 
before such untoward results ensue. In neg- 
lected children who have reached the age of 
12 or 14 years the squint is nearly always per- 
manent and therefore requires surgical inter- 
vention. This intensifies the importance of at- 
tending to the condition early, when correct 
refraction and the wearing of proper lenses 
may be all that is necessary. 

Care of Patients with Strabismus.—No op- 
erative procedure should be undertaken for 
strabismus in the young until the child has 
been kept continuously under a cycloplegic 
for at least two months, a full correction of 
his error of refraction being worn during this 
period. When the squint is recent and when 
no marked loss of vision exists in the deviating 
eye, complete correction of the deformity is 
often possible so long as corrective lenses are 
worn. The idea that the use of atropine with- 
out corrective lenses may be productive of 
permanently good results is one not borne 
out in actual practice. A few years ago a 
simple tenotomy of one muscle was considered 
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justifiable for low degrees of convergent stra- 
bismus when complete atropinization and lenses 
failed to give a full correction. Like many 
other renowned surgeons of the period, Fuchs 
maintained that simple tenotomy with no at- 
tempts at advancement of the opposing muscle 
was at times justifiable, and his reasons are still 
more or less convincing. It is of interest to note 
here that Fuchs’ reasoning gave origin to 
certain later technics which may be said to 
have revolutionized the surgical treatment of 
strabismus. If the effect of a tenotomy was too 
extreme, Fuchs found that there were two 
ways of diminishing it. First, the suture that 
closes the wound in the conjunctiva should be 
given a wide, deep grasp upon the conjunctiva 
in order that the needle may pass through 
Tenon’s capsule also. In drawing the knot 
tight, the tendon should be drawn slightly for- 
ward with the conjunctiva. Second, in the 
event that the action of the divided muscle 
was too greatly impaired, its end should be 
attached farther forward by means of threads. 
This idea gave origin to the recession opera- 
tion now generally practiced throughout the 
surgical world. 

In certain cases Fuchs also recognized the 
disadvantages of advancement of tenotomies 
of the opposing muscles, stating that advance- 
ment in certain instances “not only reinforces 
the action of the muscle operated on, but, if 
extensive, also hampers the action of the op- 
ponent, sometimes to a marked degree.” This 
often quoted suggestion of Fuchs’ also paved 
the way for combined advancements and re- 
cessions in the treatment of pronounced de- 
grees of strabismus. 

Anesthesia.—It may be conceded that opera- 
tions have often been done successfully with 
local anesthesia. I, however, have never treated 
a strabismie child for whom general anesthe- 
sia was not indicated. This applies especially 
to cases in which an advancement has to be 
done. The suggestion has been made that with 
children it may be advisable to proceed as far 
as possible with local anesthesia and finish the 
operation with gas as the child becomes un- 
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Fig. 1.—Author’s advancement for strabismus. An 
incision has been made through the conjunctiva. Ten- 
on’s capsule has been picked up and is being incised. 


manageable. Such a procedure, besides being 
inhumane, decidedly lessens the chances of 
good results, especially when advancements 
are to be done. I am, therefore, opposed to this 
practice, because of the uncertainty of its re- 
sults. Except in a small percentage of selected 
cases I believe that general anesthesia is de- 
sirable in every case of pronounced strabismus 
of long standing, particularly eases in which 
advancements are necessary. 

Choice of Procedurce.—In my opinion reces- 
sion alone will often be disappointing. Al- 
though I do not consider advancement by any 
method a simple matter, I know of no ad- 
vancement procedure that, when correctly fol- 
lowed, will not give results that are more 
gratifying and more lasting than the results 
of recession alone. As an adjunct to advanee- 
ment, however, the Jameson recession is one 
of the most practicable technics thus far de- 
vised as a substitute for the old time tenotomy. 
The procedure as practiced by Jameson is now 
known to all ophthalmie surgeons. M. Lombar- 
do has modified Jameson's recession somewhat 
by originating a unique method of attaching 
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the muscle to the sclera by a single stitch. I 
have long practiced this method and have noted 
that it is much simpler and more easily accom- 
plished than is the Jameson recession. 

Advancement of the Tendon of the Rectus 
Muscle.—There has always seemed to be an 
objection to the average advancement opera- 
tion for strabismus. In nearly all of the opera- 
tions recommended, the surgeon instituting 
each has advocated attachment of the end of 
the advanced muscle at the horizontal meri- 
dian of the globe. No method of measurement 
has been suggested, to my knowledge, that will 
enable one to determine just where the hori- 
zontal meridian is; the surgeon must therefore 
depend on a mental determination of the loca- 
tion, which of necessity is hurriedly made. The 
result may be, and often is, that the position 
of the horizontal meridian is not correctly 
ascertained and that the muscle will be at- 
tached to the globe either too high or too low. 
In the event of either contingency the eye will 
deviate upward or downward from the normal. 
giving rise to an unhappy situation. 


Fig. 2.—Tenon’s capsule having been opened, the ree- 

tus muscle is held over a strabismus hook. A muscle 

clamp has been slipped over the muscle near its base 
and there set, 
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To offset this marked disadvantage I have 
long favored a method which, I believe, has 
unusual advantages. This is the operation 
originally suggested by Valude, consisting of 
division or splitting of the tendon, one-half 
of which is to be attached slightly above the 
horizontal meridian and the other at an equal 
distance below the horizontal meridian, the 
sclerocorneal margin above and below being 
utilized as a guide to iocation. Except for this 
step the technic is not dissimilar to that of sev- 
eral other advancement methods. The results 
of this modification have been most gratify- 
ing. Only one recurrence of the condition has 
been observed by me in my own work, and 
the operation has not in any instance been 
followed by overcorrection. 

Technic of Author's Modification of Valude’s 
Advancement—The conjunctiva + mm. back 
of the sclerocornee] margin is incised in the 
ordinary manner. The incision should be 
slightly cyrved, the curve corresponding to 


Fig. 3.—The tendon has been split after the manner 

of Valude. Single-armed sutures have been passed 

through both halves of the split tendon, and a loop 

stitch has been made in the border of each half of 

the tendon. After this step the needles are passed into 

but not through the sclera above and below the margins 
of the cornea. 
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Fig. 4—The sutures, as in Figure 3, are tied (dotted 
lines indicate position of each half of tendon.) The 
conjunctival opening will now be closed. 4, B and C 
indicate the three steps in making the author’s loop 
stitch in the border of the tendon. 


that of the margin of the cornea. This step is 
easily accomplished by catching with the fixa- 
tion forceps a fold of the conjunctiva and 
shipping an opening in it. Then with a scis- 
sors, one surface of which is toward the cornea 
and one blade of which is under the conjune- 
tiva, while the other is external, the opening is 
enlarged to the desired length, which should 
be about 15 mm. One snip of the scissors in 
each direction is sufficient to finish this inci- 
sion. The capsule of Tenon may now be grasped 
with a sharp-toothed forceps. (A forceps with 
dull teeth readily glides over the smooth sur- 
face of the capsule and is therefore unsatis- 
factory. With an instrument having properly 
fashioned teeth the capsule is not so evasive 
and difficult to grasp.) The capsule is now to 
be elevated gently, and an opening, much 
smaller than that previously cut in the con- 
junctiva, is to be made in it. The strabismus 
hook should be passed under the tendon and, 
as slight upward traction of the hook is made, 
the tendon will come into view. It is then 
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grasped as near to the distal end as possible 
with a self-locking tendon forceps. The hook 
is then removed and a thin, blunt instrument, 
such as a cataract toilet spatula, is gently in- 
serted between the fibers of the tendon. These 
fibers are now split for a distance of 15 mm. 
or more, and the tendon of the muscle is then 
separated from its attachment. This will leave 
the tendon in the shape of a capital Y with 
a thread attached to the end of each “prong.” 
When I first did the operation, both of the 
needles attached to the upper prong were 
slipped through the episcleral tissues of the 
upper hemisphere, and in the same manner 
the lower prong was attached at an appropri- 
ate distance under the conjunctiva of the 
lower hemisphere. An assistant then gently 
rotated the eye in the desired direction, and 
the sutures were tightened and, when the eve 
had assumed its correct position, tied. The con- 
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Fig. 5.—Left, man 26 vears of age with unilateral strabismus of long standing. Right, same patient photo- 
graphed after an uncombined advancement operation. 


junctival wound was then closed, the specu- 
lum was removed and the eye was dressed. 

Instead of knotting the tendon I now use 
a loop stitch through the tendon. So far as | 
can learn, I was the first to use this loop in 
a surgical procedure. The idea was given me 
by a sailor on board a schooner in Northum- 
berland Strait, Canada, a number of years ago. 
I have found this loop stitch so practicable 
that in my own work it has taken the place of 
the knotted tendon I formerly used. 

In advancement for strabismus, the chief 
advantage in the use of the loop stitch results 
from the fact that the tendons of ocular mus- 
cles are friable and nonresistant and that a 
suture passed through one half of the tendon 
may readily pull out. This also applies to un- 
split tendons. I have observed 2 instances in 
which advancements had been done and had 
resulted in failure, and I found that the su- 


Fig. 6.—Left, boy 9 years old with strabismus of eight vears’ duration. Right, two months later, result of an 
uncombined advancement operation. 
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Fig. 7.—Left, girl 11 vy 


CONCOMITANT STRABISMUS 


ATKINSON : 


ears old with pronounced strabismus. Right, result of combined advancement and reces- 


sion operation. 


tures had either split the fibers of the tendons 
or had cut their way out. With my loop stitch 
such an exigency seems to be impossible. 

When looping the ends of the tendon is 
resorted to, in preference to the method of 
passing the needles through the body of the 
tendon, thé surgeon may be sure that his cor- 
rection of today will not be a complete failure 
tomorrow. When the tendon is looped there 
is no possibility of such an embarrassing se- 
quel, for, though the suture may cut its way 
through eventually, it will not, as has been 
suggested, do this before sufficiently firm ad- 
hesions are thrown around the tendon to hold 
it permanently in place. 

With this method, as with other advance- 
ment procedures, the results are often more 
likely to prove permanent if a recession is 
done upon the opposing muscle. This may not 
be necessary for low degrees of squint, but 


when deviations from the normal are from 25 
to 35 degrees, the resistance of an undivided 
opposing muscle may in a few days entirely 
spoil the effect of an operation in which an 
apparently perfect result had been obtained. 
Anticipating this tendency of the eve to de- 
viate again from the normal position in re- 
sponse to the constant pull of an undivided 
opposing muscle, the surgeon should either 
effect an overcorrection of about 15 degrees or 
should do a recession of the tendon of the 
opposing muscle. 

The needles used for an advancement should 
be thin and sharp. In passing them through 
the sclera and episcleral tissue one should not 
lose sight of them; disappearance of the nee- 
dle indicates that the sclera has been pene- 
trated. Such an accident may have serious con- 
sequences, parophthalmitis being the gravest 
and the most frequent. The surgeon should 


Fig. 8. 


Left, girl 9 years old with concomitant strabismus. Right, same child four months after a combined ad- 
vancement and recession operation was done. 
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Fig. 9.—Left, boy 12 years old with unilateral strabismus. Right, same patient six months after recession of 
the internal rectus was performed, A hyperopice correction is worn. 


therefore have a good light and should be sure 
of himself. 

Sutures may be of fine black silk. This un- 
questionably would be the ideal material if 
the sutures did not have to be removed, a 
procedure often more trying to the patient 
than the operation itself. Recently | have used 
No. 000 ten-day catgut ; but, although this has 
the advantage of not having to be removed, 
there is always the possibility that it may be 
absorbed too soon. 


SUMMARY 


Concomitant strabismus, if treated early. 
may often be managed successfully by the 
ophthalmologist without surgical intervention. 
In such eases refraction under cyclopegia and 
correcting lenses worn continually will be apt 
to cause such an eye to return to normal. It 
is usually only in neglected cases, in which 


amblyopia from disuse of the nonfixing eve 
has been established, that operation will have 
to be resorted to. The author stresses the im- 
portance of early care in all cases of strabis- 
mus in order to prevent the necessity of opera- 
tion later in life. 

In well established cases of strabismus in 
which no results have been obtained by non- 
operative treatment the patient should be 
submitted to recessions of one muscle or ad- 
vancement of the opposing muscle; or, in 
pronounced cases, the two procedures may 
have to be instituted at the same time. Te- 
notomy of one muscle, so long in vogue, is now 
obsolete and should not be practiced, as there 
is no certainty as to its immediate results and. 
more important, no one can say whether an 
apparently good result will be permanent or 
transitory. 

The author describes his technic for ad- 


Fig. 10.—Left, child 11 years old before an operation for recession of the internal rectus muscle was done. 
Right, same child two months later; results of a recession operation. A hyperopic correction is worn, 
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vancement of a rectus muscle and introduces 
a new type of suture. 


RESUME 


Le strabisme concomittant, si il est soigné 
de bonne heure, peut étre controlé par 
Vophalmologiste, sans intervention chirurgi- 
cale. Dans ces cas, les réfractions sous eyelo- 
pégie et lentilles corrigeantes portées conti- 
nuellement aménent souvent le retour a l’état 
normal de l’oeil. C’est surtout dans les cas 
négligés, dans lesquels l’amblyopie die au non 
usage de l’oeil qui ne se fixe pas, est établi, 
qu’on aura recours a lopération. L’auteur 
insiste sur l’importance du traitement précoce 
de tous les cas de strabisme, afin d’éviter la 
nécessite d’une opération plus tard dans la vie. 

Dans les cas établis de strabisme dans les- 
quels aucun résultat ne fut obtenu, le malade 
est soumis 4 la récession d’un muscle ou 
Vavancement du muscle antagoniste ; souvent, 
dans les cas prononeés, on aura recours 
aux deux procédes. La ténotomie d’un muscle, 
si longtemps en vogue, est maintenant aban- 
donnée, car elle n’avait aucune certitude sur 
les résultats immédiats et, ce qui est plus im- 
portant, on ne peut pas prédire si un résultat, 
apparemment bon, sera permanent ou tem- 
poraire. 

L’auteur décrit sa technique pour l’avanee- 
ment du muscle droit. Il introduit une nou- 
velle méthode de suture. 

RESUMEN 

El estrabismo concomitante, si se trata pre- 
cozmente, con frecuencia puede tratarse satis- 
factoriamente por el oftalmélogo sin necesi- 
dad de intervencién quirtrgica. En tales casos 
las refracciones bajo ciclopegia y lentes de 
correccién usados continuamente pueden ha- 
cer retornar a la normalidad a este tipo de 
ojo. Esto generalmente ocurre en los casos 
descuidados en los que se ha establecido am- 
bliopia por el desuso de un ojo que no se fija, 
teniendo que recurrirse a la operacién. El 
autor hace resaltar la importancia del cuidado 
precoz en todos los casos de estrabismo, para 
prevenir mas tarde la necesidad de una opera- 
cion. 

En los casos de estrabismo bien establecido, 
en los que no se ha obtenido resultados por 
tratamiento no operatorio, el paciente debe 
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someterse a reseeciones de un o ele- 
vacion del miisculo opuesto; 0 puede que sea 
necesario instituir en los casos pronunciados 
los dos procedimientos. 

La tenotomia de un miusculo, por tanto 
tiempo de moda, es ahora anticuada y no debe 
practicarse, ya que no hay certeza en cuanto 
a sus resultados inmediatos y, lo que es mas 
importante, nadie puede decir si un resultado 
aparentemente bueno sera permanente o tran- 
sitorio. 

El autor describe su técnica para elevacion 
de un miusculo recto, e introduce un nuevo 
tipo de sutura. 


ZUSAMMENFASSUNG 


Begleitschielen kann, wenn es fruehzeitig 
behandelt wird, haeufig vom Augenarzt ohne 
chirurgischen Eingriff erfolgreich gehandhabt 
werden. In solchen Faellen wird man in der 
Lage sein, durch Refraktionen unter Aus- 
schaltung der Akkomodation und dureh staen- 
dig getragene Korrektionslinsen das Auge 
zur Norm zurueckzufuehren. Gewoehnlich 
wird man nur in vernachlaessigten Faellen, 
wo der Nichtgebrauch des nicht fixierenden 
Auges zum Doppelsehen gefuehrt hat, zur 
Operation schreiten muessen. Der Verfasser 
betont die Bedeutung fruehzeitiger Behand- 
lung in allen Faellen des Schielens, um der 
Notwendigkeit einer Operation im spaeteren 
Leben vorzubeugen. 

In weit vorgeschrittenen Faellen des Schie- 
lens, in denen die nichtoperative Behandlung 
erfolglos war, soll der Kranke der Ruecksetz- 
ung eines oder der Vorsetzung des entgegen- 
gesetzten Muskels unterworfen werden; in 
ausgesprochenen Faellen mag es noetig sein, 
beide Eingriffe gleichzeitig durchzufuehren. 
Die Sehnendurchschneidung eines Muskels, 
die so lange ueblich war, its jetzt veraltet und 
sollte nicht mehr ausgefuehrt werden, da sie 
keine Gewissheit eines unmittelbaren Erfolges 
gibt, und da, was noch wichtiger ist, niemand 
sagen kann, ob ein anscheinend guenstiges 
Ergebnis von Dauer oder nur vorueberge- 
hend ist. Der Verfasser beschreibt seine Tech- 
nik zur Vorsetzung eines Rektusmuskels und 
fuehrt eine neue Art der Naht ein. 


RIASSUNTO 


Una cura tempestiva dello strabismo pre- 
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viene spesso interventi chirurgici. Refrazioni 
sotto ciclopegia e lenti correttive portate con- 
tinnuamente conducono spesso ad ritorno 
normale degli ocehi strabici. Solamente in easi 
trascurati, nei quali si e’ stabilita un’ambliopia 
per il non uso dell’oechio ineapace di fissare, 
viene poi richiesto un intervento operativo. 
Da cio ’importanza di una eura precoce per 
le prevenzione di interventi chirurgici. 

Nei casi in cui la cura preventiva non ha 
condotto a risultati apprezzabili bisogna rece- 
dere un muscolo 0 avanzare il muscolo oppos- 
to: oppure, in casi molto pronunciati, eseguire 
nello stesso tempo le due manovre operative. 
La tenotomia di un muscolo, che e’ stata di 
moda per cosi lungo tempo, non deve essere 
piu’ eseguita sia perche’ i risultati immediati 
sono ineerti, sia perche’ nessuno puo’ avere la 
sicurezza che i primi risultati incoraggianti 
siano poi veramente definitivi. 
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L.A. descrive infine la propria tecnica ope- 
rativa per ’avanzamento di un muscolo retto, 
proponendo un nuovo tipo di sutura. 
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Portrait of a Discoverer 


His (Jenner’s) height was under the middle size, his person was robust, but 
active and well formed. In his dress he was peculiarly neat, and everything about him 
showed the man intent and serious. and well prepared to meet the duties of his calling. 
When I first saw him, it was on Frampton Green. I was somewhat his junior in years. 
and had heard so much of Mr. Jenner, or Berkeley, that I had no small curiosity 
to see him. He was dressed in a blue coat and yellow buttons, buckskins, well-polished 
jockey boots, with handsome silver spurs; and he carried a smart whip with a silver 
handle. His hair, after the fashion of the times, was done up in a club, and he wore 
a broad-brimmed hat. 

We were introduced on that occasion, and I was delighted and astonished. I was 
prepared to find an accomplished man, and all the country spoke of him as a skilful 
surgeon and a great naturalist; but I did not expect to find him so much at home on 
other matters. I, who had been spending my time in cultivating my judgment by 
abstract study. and smit from my boyhood with the love of song, had sought my 
amusement in the rosy fields of imagination. and was not less surprised and grati- 
fied to find that the ancient affinity between Apollo and Aesculapius was so well main- 
tained in his person.—Edward Gardner 
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Secondary Gastric Diverticula and 
Gastroduodenal Fistulas 
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occasionally observes unusual conditions, 

such as a certain type of gastric lesion 
which in the literature is called fistula or pseu- 
dofistula gastroduodenalis. In the majority of 
cases the fistula cannot be detected, the stom- 
ach having the appearance of a tobacco pouch. 
This type of stomach is considered to be the 
final outcome of a chronic or neglected gastric 
ulcer. The lesser curvature is shrunken and 
rigid and shows no peristalsis. Toward the 
greater curvature the stomach is enlarged; 
peristalsis is slow, affecting motility in empty- 
ing the stomach, and often a twenty-four hour 
residue is seen. 

The development and duration of symptoms, 
the final outcome and the consequences for 
the patient have been described in detail' and 
will not be repeated here. The primary ulcer 
can in some cases, though not always, be de- 
tected by roentgen examination. Not all the 
forms of stomach aforedescribed are caused 
by an ulcer; sometimes they result from an 
operation,” and in very rare cases they may be 
functional (Case 9). One must also take into 
account the presence of tumors, causing shrink- 
age of the lesser curvature and enlargement 
of the left and lower parts of the stomach, and 
extraventricular neoplasms are also to be taken 
in account. Occasionally a follow-up and an 
operation will be necessary for a correct diag- 
nosis. True fistulas are rare.* Fully developed 
stomachs of the aforementioned type are also 
rare; in 1938 they numbered 16 in the roent- 
genologic literature.* Six new cases have been 
added since that time.® 

The cases here reported were observed in 
roentgenologic work during a period of four- 
teen years. The examinations were done by the 
same roentgenologist, and the shortest period 
of observation in any individual case was two 


[' HIS routine work the roentgenologist 
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years. In many cases, though not in all, symp- 
toms referable to the gastrointestinal tract cor- 
related with those of gastric ulcer. Cases 1 and 
2 are interesting in that the patients were 
members of the same family. In 6 cases the 
primary ulcer could be seen; in 1 case (Case 
9) the shortening and rigidity of the lesser 
curvature were due to permanent spasm and 
resembled the so cailed “adminiculum” of 
Forssell. In Case 10 there was an extremely 
rare true gastroduodenal fistula, verified by 
operation. The roentgen picture in most of the 
cases is that of a special kind of gastric diver- 
ticulum, and the term fistula should be re- 
served for true fistulas. In my opinion cases 
of this type are not rare if particularly sought 
for. 

The total number of stomachs examined 
roentgenographiecally was 16,572. 


REPORT OF CASES 


Cast 1.—A woman aged 67 had had gastrie dis- 
turbances for thirty years. Roentgen examination 
revealed a bilocular stomach of the tobacco pouch 
type. The lesser curvature was short and rigid; the 
cardia and the pylorus were near each other, and 
the stomach and the first part of the duodenum 
were to the left of the vertebral column. The greater 
curvature was enlarged. Feeble peristalsis was seen 
in the lower part of the stomach. An abundant 
twenty-four hour residue was present (Fig. 1). 

Cask 2.—-A man aged 36, son of the patient in 
Case 1, for some years had had symptoms of gastric 
uleer. Roentgen examination in 1943 showed an 
ulcer in the lesser curvature, but the shape of the 
stomach was otherwise normal. In 1949 a typical 
tobaeco-pouch stomach with a persistent primary 
uleer was observed. After twenty-four hours about 
one-third of the barium meal remained in the lower 
part of the stomach. 

Case 3.—A man aged 54 had had symptoms of 
gastric ulcer for five years. On roentgen examina- 
tion the stomach had the shape of a tobacco pouch. 
The primary ulcer was not visible. After twelve 
hours there was some residue in the stomach. 

Case 4.—A man aged 45 had had symptoms of 
gastric uleer for eight years. Roentgen examination 
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showed the stomach to the left of the spinal column, 
the lower part being enlarged. The primary ulcer 
was not visible. The distal part of the canalis and 
the duodenal cap were deformed. After twenty-four 
hours about one-fourth of the opaque meal re- 
mained in the stomach, 

Case 5.--A woman aged 58 had had symptoms 
indicating gastric ulcer for twenty years. Roent- 
genogranis revealed an ulcer in the lesser curvature. 
A persistent contracture divided the stomach into 
two parts. Peristalsis was fairly good. There was 
no residue after twenty-four hours. 

Case 6.—A woman aged 66 was being treated for 
diabetes mellitus. Routine roentgen study revealed 
large mucosal folds. At the border between the 
fornix and the corpus an ulcer was visible. The 
lesser curvature was short and rigid; the lower part 
of the stomach was enlarged; peristalsis was slow. 
The duodenal cap and the first part of the duo- 
denum were deformed. There was some residue 
after twenty-four hours. 

Case 7.—A man aged 47 had had symptoms of 
gastric ulcer for five vears, with occasional vomiting 
and blood in the stools. Roentgen study showed large 
mucosal folds and an ulcer in the lesser curvature. 
The lower part of the stomach was enlarged; there 
was good peristalsis; no residue was present after 
six hours. The duodenal cap was visible (1944). 
The patient was examined again in 1947. The 
primary ulcer could not be detected; the first part 
of the duodenum was deformed; there was no 
residue after six hours. 


Roentgenogram taken in Case 10. The patient was 
prone. The arrow indicates the fistula. 
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Case 8.—A woman aged 51 had had symptoms 
suggestive of gastric ulcer for thirteen years. Roent- 
gen examination in 1944 revealed an ulcer in the 
lesser curvature. The mucosal folds were large; the 
duodenal cap was visible; there was no residue 
after six hours. Roentgen examination in 1948 
showed large mucosal folds; the ulcer could not be 
detected; the first part of the duodenum was 
deformed and the lower part of the stomach en- 
larged. Peristalis was slow, and some residue was 
seen after ten hours. 

Cask 9.—A man aged 49 had had gastri¢ disturb- 
ances for two years Roentgen examination showed 
a stomach of the tobacco pouch type. No ulcer 
could be detected. After six hours about one fourth 
of the barium meal remained in the stomach. At 
two subsequent roentgen examinations with an in- 
terval of six months the shape of the stomach re- 
mained unchanged, but at an examination three 
vears after the first one the shape of the stomach 
was normal. The mucosal folds were somewhat 
large. Peristalsis was normal. There was no residue 
after four hours. 

Cask 10.—A man aged 45 was examined roent- 
genographically in 1931, and an ulcer was observed 
in the prepyloric region. The patient remained free 
of symptoms until 1948, when symptoms indicating 
ulcer again occurred. At two consequent roentgen 
examinations the barium meal filled the stomach 
well; in the prepyloric region the opaque meal 
divided into two parts, the larger part passing via 
the pylorus into the duodenum and the lesser part 
from the prepylorie region into the medial part 
of the duodenal cap. This was regarded as a case 
of true gastroduodenal fistula due to a chronic 
ulcer, Later the diagnosis was verified at operation, 
and resection was performed (Fig. 2). 


SUMMARY 


Eight cases of gastric diverticula due to 
chronic uleer are deseribed. In 1 additional 
‘ase the altered shape of the stomach was func- 
tionally caused, and in another a true gastro- 
duodenal fistula was observed (total, 10 cases). 


RESUME 
Huit cas de diverticules gastriques das a des 
ulcéres chroniques sont décrits. Dans un eas, la 
forme anormale de l’estomae était die a des 
causes fonetionnelles. Dans un eas, une fistule 
gastroduodénale fut observée. (Total, 10 eas.) 


RESU MEN 


Se describen ocho casos de diverticulos e@as- 
tricos causados por una tilecera ecrénica. En un 


7 
i 
4 
/ 4 
‘ 
‘ 
at. 


VOL. XIV, NO. 5 


caso la alteracién de la forma del est6mago 
fué de origen funcional y en otro caso se ob- 
serv6é una verdadera fistula gastroduodenal, 
(total 10 casos). 


RIASSUNTO 


Deserive 8 casi di diverticoli gastrici da 
uleeri croniche. In un altro caso si trattava 
invece di un pseudo-diverticolo da cause fun- 
zionali, mentre in un altro caso esisteva una 
fistola gastroduodenale. 


ZUSAMMENFASSUNG 


Es werden acht Faelle von Magendiverti- 
keln, die dureh chronische Geschwuere_ be- 
dingt waren, beschrieben. In einem anderen 


SEUDERLING: GASTRIC DIVERTICULA AND GASTRODUODENAL FISTULAS 


Falle war die Veraenderung der Magenform 
funktionell bedingt, und in einem weiteren 
wurde eine echte Magenzwoelffingerdarmfistel 
beobachtet. (Gesamtzahl der Faelle: 10). 
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A Suction Feeding Tube Employed in Gastrointestinal 
Surgery 


LEON A. FRANKEL, M.D., A.LC.S. 
PHILADELPHIA 


HE problems of duodenal fistula, para- 

Ivtic ileus and edema of the stoma with 

subsequent delay in oral feedings are en- 
countered by the surgeon in the performance 
of gastric resections or gastroenterostomies. 

Inability to introduce ora! feedings within a 
short time after operation may be accompanied 
by many extrinsic factors that hinder progress. 

When prolonged intravenous or subeuta- 
neous feedings are necessary the patient often 
cooperates poorly. Tubes are removed, needles 
are disturbed, and a relatively simple proce- 
dure is complicated by protein deficiency, elec- 
trolyte imbalance and avitaminosis. The case 
becomes a special problem to the already over- 
burdened nursing staff. Furthermore, the pa- 
tient is troubled by the rising cost of his medi- 
cal care, necessitated by continuous use of the 
indieated medicaments and supplies. 

A new tube is now available to obviate or at 
least alleviate some of these conditions. The 
principle of double-barreled intubation is em- 
ployed, but the design and the method of ap- 
plication are departures from those of the 
various tubes available to date. I have used 
the instrument at the St. Luke’s and Chil- 
dren’s Medical Center by myself, and Drs. 
W. Y. Lee and D. Sharpless have used it at 
the Hahnemann Hospital, encountering no 
difficulty. The results have borne out predic- 
tions of its efficiency. 

Two soft rubber tubes are connected but 
not fixed to each other, side by side. The first 
tube is 42 inches (1 M., 7 em.) long and has 
attached to its neck a double rubber ring, one 
section being fused to the first tube and the 
second being free to accommodate the second 
tube, which is 78 inches (1 M., 12 em.) long. 
The second tube has a thick collar, so that 
when it is passed through the free ring for a 
distance slightly less than its full length it 
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becomes engaged and cannot be pulled entirely 
through. The tubes can be accommodated in 
sizes from No. 10 to No. 14 (French). The last 
6 inches (15.24 em.) of each tube has a series 
of perforations.* 

Routine preparation of the stomach is car- 
ried out, and a Levine tube is allowed to re- 
main in the stomach for lavage and suction. 

After completion of the posterior layers of 
anastomosis the tip of the Levine tube is 
erasped and brought into view. A No. 1 black 
silk suture is passed through the walls of the 
Levine tube and tied thereto. The free ends 
of the suture are passed between the two tubes 
of the suction feeding tube and are fixed about 
the collar (Fig. 2 A). 

The anesthetist then withdraws the Levine 
tube, which carries with it the suction feeding 
tube. The latter may be withdrawn through 
the mouth or the nose. Metal tips may be 
attached to the exposed ends of both tubes if 
desired. 

The shorter tube is then introduced into the 
afferent loop and the longer tube is fed into 
the efferent loop (Fig. 2 B; Fig. 3). Twenty 
inches (50.8 em.) from the end of the shorter 
tube is another series of perforations for gas- 
tric suction. The efferent tube may be em- 
ployed with or without the use of a metal tip 
(such as the Rehfuss tip). Gloves are changed 
and the anastomosis is then completed. 

When the patient is returned to bed it is 
possible to give jejunal feedings; or, if neces- 
sary, suction may be applied shortly after the 
operation. When the threat of ileus or obstrue- 
tion is met, the longer tube may be immedi- 
ately passed to the required level without in- 
terfering with the function of the smaller tube, 
thus paralleling the requirements of the time- 
tested Miller-Abbott tube. With this instru- 
ment, however, one avoids the handicaps that 
may accompany the passage of the Miller- 
Abbott tube. Bile, pancreatic juice and duo- 
denal juice may be recovered and reintroduced 
into the alimentary tract. 
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The details of formula preparation and the 
time interval of feeding or of alternate suction 
and feeding are usually a matter of the sur- 
geon’s personal opinion and experience. 

When satisfied that the threat of ileus or 
obstruction has passed, the surgeon may re- 
move the longer tube, leaving the shorter tube 
in place for gastric decompression and duo- 
denal drainage until the period of possible 
fistula formation has passed. 

At the outset of postoperative care intesti- 
nal feeding plays a minor role, supplemental 
to parenteral feeding. As progress continues, 
feeding by tube and mouth becomes predomi- 
nant. 

SUMMARY 


There are some surgeons who perform gas- 
tric operations without decompression. The 
instrument and technic described in this paper 
can be of aid to those who still prefer, for the 
sake of safety, to observe this caution. 

A double tube for gastric and duodenal suc- 
tion and for jejuna! feeding is described, the 
longer part of which may also be used for 
decompression of the small bowel. 

The two tubes may be used as a single unit 
or independently. 

The structure of the instrument and the 
method of use are explained and illustrated. 


UN TUBE ASPIRATOIRE ET ALIMENTAIRE POUR LA 
CHIRURGIE GASTROINTESTIN ALE 


Les problémes des fistules duodénales, d’ileus 
paralytiques, d’édeme de stroma et du retard 
dans l’alimentation orale confrontent les chir- 
urgiens quand ils font une résection gastrique 
ou une gastro entérostomie. 

L’impossibilité d’avoir recours l’alimenta- 
tion orale peu de temps apres l’opération peut 
étre accompagnée par beaucoup de facteurs 
extrinseques qui retardent le rétablissement du 
malade. 

Quand il faut prolonger l’alimentation in- 
traveineuse ou souscutanée, le malade coopére 
mal, les tubes son enlevés, les aiguilles sont 
dérangées et une procédure relativement simple 
est compliquée par une deficience de proteine, 
par un désiquilibre électrolyte et par l’avita- 
minose. Cela entraine un probléme pour les 
infirmiéres et le malade est inquiet par le coat 
des soins medicaux et par l’emploi continuel de 
medicaments couteux. 
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Fig. 1.—Manner of assembling tubes. 


Un tube est maintenant a la portee. Ce tube 
élimine ou diminue certaines de ces conditions ; 
on emploie le principe d’intubation avee deux 
tubes: la methode double. J’ai employe cet in- 
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Sucton feeding aliached 
to haves 


Mithdrawing both kobes 
through Fsephag«s 


strument a Vhopital St. Luke et au Centre 
Medical pour les enfants. Nous mavous ren- 
contre aucune difficulté. Les docteurs W. Y. 
Lee et D. Sharples ont employé et n’ont ren- 
contré aucune difficulté. Les resultats ont con- 
firmé nos predictions sur la valeur du tube. 
Les tubes en caout choue mou sont joints mais 
non attachés Pun a Vautre. Le premier tube 
a 42 pouces (IM.7 em.) de longeur et est 
muni a son col dun anneau double en caout- 
choue, une section est attachee a son col par 
un anneau double en caoutchouc, une section 
étant attaché au premier tube et la seconde 
est libre pour s’accomoder au second tube qui 
est de 78 pouces (IM.12 em.) de long. Le 
seconde tube a un collier épais, cela fait que 
quand il est passé @ travers Vanneau pour une 
certaine distance, il s’engage et ne peut paas 
étre retirer enti¢érement. Ces tubes peuvent 
avoir une lumiére de 10 a 14 (French). Les 
derniers 6 pouces (15.24 em.*) de chaque tube 
ont une série de perforations. On prepare 
Vestomace routinement et un tube de Levine 
est placé & demeure dans lestomae pour le 
lavage et pour la suction. 

Apres achévement de lanastomose des feuil- 
lets postérieurs, le bout du tube de Levine est 
saisi et une suture de fil noir est passée a tra- 
vers ce tube et attachée. 
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Pump For Duodenal! Suction Decompression or Feeding 


bith Metal Tp 


Sucten Feeding Tobe in place 


Fig. 2.—Diagrammatic representation. 


Les bouts libres de la suture sont passés en- 
tre les deux tubes alimentaires et sont fixés 
qutour du col. 

L’anesthésiste alors retire le Levine qui at- 
tire avec lui le tube de suction alimentaire. Ce 
dernier peut étre retirer par la bouche ou par 
le nez. Des bouts métalliques peuvent étre at- 
tachés aux bouts exposés dans les deux tubes. 
Cela est facultatif. 

Le tube le plus court est alors introduit 
dans Vanse afférente; le tube long est inséré 
dans l’anse efférente. 20 pouces (50.8 em.) du 
bout du tube le plus court présente une série 
de perforations pour la suction gastrique. 

Le tube efférent peut étre employé avee ou 
sans bout métallique. L’anastomose est alors 
complete. Quand il n’y a aucune menace diléus 
ou Wobstruction, le tube lone est immédiate- 
ment passé jusqu’au niveau desiré, winter- 
fere nullement avee la fonetion du petit tube. 
ainsi sont remplies les fonctions du passage 
du tube Miller-Abbott. La bile, le sue pan- 
créatique et la sécrétion duoadénale sont recue- 
illis et reintroduits dans la voie alimentaire. 

Les details de différentes formules pour 
Valimentation sont une question d’opiniom 
personnelle du chirurgien. 

Quand il n’y a plus d’iléus ou d’obstruction, 
le chirurgien peut enlever le long tube et lais- 
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ser le petit tube en place pour assurer la de- 
compression gastrique et le drainage duodénal 
jusqu’a ceque, la période de formation possi- 
ble de fistule soit passée. 

Vers la fin du traitement postopératoire, 
Valimentation par entestin joue un role 
minime, supplémentant V’alimentation paren- 
térale. 

L’amelioration continuant, l’alimentation 
par le tube et par la boucne prennent un role 
prédominant. 


UNA SONDA PARA ALIMENTACION Y SUCCION 
EN CIRUGIA GASTROINTESTINAL 


Los problemas de fistula duodenal, ileo para- 


Fig. 3.—Operative technic. 
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litico vy edema del estoma con la subsecuente 
demora en la alimentaci6n oral, se presentan 
al cirujano al llevar a cabo resecciones gastri- 
cas 0 gastroenterostomias. 

La inhabilidad para la alimentacién oral 
poco tiempo después de la operacién puede 
acompanarse de muchos factores extrinsecos 
que impiden el progreso. 

Cuando se hace necesaria la alimentacién 
intravenosa o subeutanea prolongada el paci- 
ente coopera con frecuencia muy poco. Se 
retiran los tubos y agujas, complicandose un 
procedimiento relativamente simple por defi- 
ciencia proteinica, desequilibrio electrolitico 
v avitaminosis. El caso se vuelve un problema 
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Fig. 4.—Decompression of jejunum and duodenum on 
return from operating room. Jejunal decompression 
apparatus at patient’s right, duodenal at his left. 


especial para el va atareado personal de en- 
fermeras. Ademas, el paciente resiste el enca- 
recimiento de su atencién médica debido al 
uso continuo de medicamentos y suministros 
que estén indicados, 

Una nueva sonda es ahora de utilidad para 
obviar o aliviar en lo posible algunas de estas 
condiciones. Se ha empleado el principio de la 
intubacion de doble cavidad, pero el diseno 
y el método de aplicacién se han originado de 
las varias sondas de utilidad hasta la fecha. 
He usado el instrumento en el San Lueas vy el 
Centro Médico para Ninos, asi como los doc- 
tores W. Y. Lee vy D. Sharpless lo han usado 
en el Hospital Hahnemann, no encontrando 
difieultad alguna. Los resultados han dado lu- 
gar a predicciones sobre su eficiencia. 

Dos sondas de hule blando se conectan la- 
teralmente sin fijarlas entre si. La primera de 
42 pulgadas (107 em.) de largo, con un doble 
anillo de hule fijado a su cuello, estando unida 
una seccién a la primera sonda y la segunda 
seccion libre para acomodar la segunda sonda 
de 78 pulgadas (112 em.) de largo. La segunda 
sonda tiene un grueso collar, de manera que 
cuando el anillo libre se pasa en una distancia 
ligeramente menor que la de su longitud total, 
se encaja v no puede ser atraido de ningtn 
modo. Las sondas pueden acomodarse en ta- 
manos del 10 al 14 (eseala francesa). Las til- 
timas 6 pulgadas (15.24 em.) de cada sonda 
tienen una serie de perforaciones. 

Se efectia la preparacién rutinaria del es- 
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tomago y se introduce a permanencia una 
sonda de Levine para lavado y succi6n. 

Después de completar las capas posteriores 
de la anastomosis se toma el extremo de la 
sonda de Levine v se trae a la vista. Se fijan 
las paredes de la sonda de Levine con seda 
negra ntiimero 1, pasando los cabos libres de 
la sutura entre las dos sondas constitutivas de 
la sonda para alimentacién y succién y se fijan 
al collar. 

El] anestesista retira entonces la sonda de 
Levine, que lleva consigo la sonda para ali- 
mentacion y suecién. La tltima puede ser re- 
tirada por la boca o la nariz. Si se desea pueden 
fijarse puntas de metal a las extremidades ex- 
puestas de ambas sondas. 

La sonda mas corta es entonces introducida 
en el asa aferente vy la sonda mas larga en la 
eferente. A veinte pulgadas (50.80 em.) del 
extremo de la sonda mas corta hay otra serié 
de perforaciones para succion gastrica. La son- 
da eferente puede emplearse con o sin punta 
de metal (similar a ia punta de Rehfuss). 
Entonees se completa la anastomosis. 

Al regresar el paciente a su cama es posible 
dar alimentacién yeyunal, 0 en caso necesario 
aplicar la suecién poco después de la operacién. 
Cuando amenazan ileo u obstruccién la sonda 
mas larga puede pasarse inmediatamente al 
nivel requirido sin interferir el funcionamiento 
de la sonda mas eorta, comparando en econse- 
cuencia los requerimientos de comprobaci6n de 
tiempo de la sonda Miller-Abbott. Billis, jugo 
pancreatico vy jugo duodenal pueden ser recu- 
perados vy reintroducidos al tubo alimenticio. 

Los detalles de preparacién de férmulas y 
los intervalos para alimentacién o de suecién 
alternada y alimentaci6n, son ordinariamente 
asunto de la opinién vy experiencia personales 
del cirujano. 

El cirujano puede quitar la sonda mas larga 
cuando haya pasado la amenaza de ileo u ob- 
struccién, dejando la sonda mas corta en su 
lugar para descompresi6n gastrica y canaliza- 
cidn duodenal hasta que hava pasado el pe- 
riodo de una posible fistula. 

Al iniciarse el postoperatorio la alimentacion 
intestinal juegé un papel menor, suplemen- 
tario de la alimentacién parenteral. A medida 
que se avanza la alimentacién con sonda y la 
oral se vuelven predominantes. 
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Fig. 5.—17, the lesion. 2, afferent and efferent tubes in place. 3, barium passing through enteroenterostomy. 4, 
afferent tube withdrawn. 


EINE SAUG- UND NAEHRSONDE FUER MAGEN- 
DARMCHIRURGIE 


Duodenalfisteln, paralytischer leus und zur 
Verzoegerung der oralen Ernaehrung fueh- 
rendes Oedem der chirurgischen Fisteloeff- 
nung sind Probleme, denen der Chirurg bei 
der Ausfuehrung von Magenresektionen oder 
Gastroenterostomien begegnet. 


Die Unmoeglichkeit, kurz nach der Opera- 
tion mit oraler Ernaehrung zu beginnen, kann 
mit vielen den Heilungsfortsehritt verhindern- 
den Faktoren einhergehen. 

Wenn es noetig ist, die Ernaehrung auf in- 
travenoesem oder subkuntanem Wege fuer 
laengere Zeit durchzufuehren, laesst die Ko- 
operation des Kranken oft viel zu wuenschen 
uebrig. Sonden werden herausgezogen, Kanue- 
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ig. 6.—Efferent tube in place. 


len veraendern ihre Lage, und ein verhaelt- 
nismaessig einfacher Vorgang wird dureh Ei- 
Weissmangel, Stoerung des  Elektrolyten- 
vleichgewichts und Vitaminmangel kompli- 


ziert. Fuer die ohnehin ueberlasteten Kranken- 
schwestern wird der Fall zu einem Sonderpro- 
blem. Ausserdem entstehen fuer den Kranken 
Sorgen wegen der steigenden Kosten fuer 
seine Versorgung, eine notwendige Folge der 
fortgesetzten Anwendung von Medikamenten 
und Material. 

Es gibt jetzt eine neue Sonde, mit deren 
Hilfe diese Zustaende vermieden oder wenig- 
stens teilweise gemildert werden koennen. Das 
Prinzip beruht auf der Einfuehrung einer 
doppellaeufigen Sonde, ihre Anordnung und 
Anwendungsweise aber weichen von den ver- 
schiedenen bisher erhaeltlichen Sonden dieser 
Art ab. Ich habe das Instrument selbst im St. 
Luke’s und Childrens Medical Center und Dr. 
W. Y. Lee und Dr. D. Sharpless haben es im 
Hahnemann-Krankenhaus ohne Schwierigkei- 
ten angewandt. Die Ergebnisse haben die Vor- 
aussagungen von der Wirksamkeit des Instru- 
ments bestaetigt. 

Zwei Weichgummisonden werden seitlich 
miteinander verbunden, ohne jedoch starr 
aneinander fixiert zu sein. Die eine Sonde ist 
107 em lang und traegt an ihrem Halse einen 
doppelten Gummiring dessen eine Abteilung 
mit dieser ersten Sonde verschmolzen und 
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dessen zweite Abteilung frei ist, um die andere 
Sonde, die 112 em lang ist, aufzunehmen. 
Diese zweite Sonde traegt einen dicken Kra- 
gen, der, wenn die Sonde fast ihrer ganzen 
Laenge nach durch den offenen Ring gelaufen 
ist, sich festklemmt und ein voelliges Durch- 
schluepfen der Sonde verhindert. Die Sonden 
sind in den Groessen 10 bis 14 (franzoesisch ) 
erhaeltlich. Die letzten 15,2 Zentimeter beider 
Sonden sind durehloechert. Nach der ueblichen 
Vorbereitung des Magens wird eine Levine- 
Sonde zur Spuelung und Ansaugung im Ma- 
gen gelassen. 

Wenn die hinteren Schichten der Anasto- 
mose fertiggestellt sind, wird die Spitze der 
Magensonde ergriffen und in das Gesichtsfeld 
gebracht. Eine schwarze Seidennaht (No. 1) 
wird dureh die Wand der Magensonde hin- 
durehgefuehrt und an ihr befestigt. Die freien 
Enden der Naht werden zwischen den beiden 
Rohren der Saug- und Nahrungssonde_ hin- 
durchgefuehrt und am Kragen befestigt. 

Dann zieht der Narkotiseur die Levinesonde 
heraus, die die Saug- und Nahrungssonde mit- 
sichzieht. Die letztere kann dureh den Mund 
oder die Nase herausgezogen werden. An den 
freien Enden beider Sonden koennen nach 
Belieben Metallspitzen angebracht werden. 

Dann wird das kuerzere Rohr in die zufueh- 
rende und das laengere in die abfuehrende 
Darmsechlinge hineingebracht. 50.8 em vom 
Ende der kuerzeren Sonde entfernt befindet 
sich eine weitere Gruppe von Durchloeche- 
rungen zum Zwecke der Magenauspumpung. 
Das abfuehrende Rohr kann mit oder ohne 
Metallspitze (wie etwa die Rehfussspitze) ver- 
wendet werden. Dann wird die Anastomose zu 
Ende gefuelhrt. 

Wenn der Kranke wieder im Bett ist, kann 
mit der Jejunalernaehrung begonnen werden 
oder, wenn noetig, eine Ansaugung bald nach 
der Operation vorgenommen werden. Wenn 
ein Ileus oder eine Verstopfung droht, kann 
das laengere Rohr unverzueglich bis zu dem 
gewuensehten Spiegel eingefuehrt werden; 
damit wird eine Wirkung aehnlich der, die 
man von der langerprobten Miller-Abbottsonde 
erwartet, erzielt. Mit dem vorliegenden In- 
strument vermeidet man aber die Schwierig- 
keiten, die sich bei der Einfuehrung der Mil- 
ler-Abbottsonde einstellen koennen. Galle, 
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koennen aufgefangen und dem Magendarm- 
kanal wieder zugefuehrt werden. 

Die Einzelheiten der Ernaehrungsformel 
und der Zeitabstaende zwischen den Mahlzei- 
ten oder zwischen abwechselnden Ansaugun- 
gen und Nahrungszufuhren sind im allge- 
meinen Sache der persoenlichen Anschauung 
und Erfahrung des Chirurgen. Er kann, wenn 
er ueberzeugt ist, dass die Gefahr eines Ileus 
oder eines Verschlusses yorueber ist, die lange 
Sonde herausnehmen und die kurze zum 
Zwecke der Magenentlastung und der Duo- 
denaldrainage liegen lassen, bis der Zeitpunkt 
einer moeglichen Fistelbildung vorueber ist. 
Am Anfang der postoperativen Versorgung 
spielt die Darmernaehrung nur eine geringere 
Rolle und bildet eine zusaetzliche Ernaehrung 
neben der parenteralen Zufuhr. Im weiteren 
Verlauf ueberwiegt die Ernaehrung durch die 
Sonde und den Mund. 


DOPPIO TUBO PER ASPIRAZIONE NUTRIZIONE 
a 
NELLA CHIRURGIA GASTRO-INTESTIN ALE 


Nell’esecuzione di resezioni gastriche o di 
gastroenterostomie il chirurgo s’imbatte non 
di rado in complicazioni postoperatorie (quali 
ileo paralitico, fistola duodenale, edema dello 
stoma) che ritardano l’alimentazione orale. 

L’impossibilita’ di iniziare l’alimentazione 
orale poco tempo dopo l’operazione puo’ essere 
accompagnata da numerose circostanze che 
impediscono un progresso delle condizioni lo- 
cali e generali. 

Allorquando un’alimentazione  prolungata 
per via endovenosa o sottocutanea si rende 
necessaria, i pazienti non apportano una suf- 
ficiente cooperazione. I tubi vengono rimossi, 
gli aghi spostati: avviene quindi che una pro- 
cedura relativamente semplice si risolve in una 
deficienza di proteine e di vitamine, in uno 
squilibrio di elettroliti. Il caso clinico diventa 
un problema spinoso per il personale medico, 
gia’ oberato di lavoro, mentre il paziente si 
preoccupa a sua volta delle aumentate spese di 
degenza. 

Per eliminare, 0 quanto meno, per alleviare 
aleune di queste sequele, abbiamo ora a dis- 
posizione un nuovo tubo. I] prineipio di un’in- 
tubazione a due canne non e’ nuovo: ma il 
disegno ed il metodo di applicazione differi- 
scono da quello dei tubi finora usati. Lo stru- 
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mento e’ stato da me usato presso l’ospedale di 
S. Luea e presso il Centro Medico Pediatrico, 
mentre i dottori W. Y. Lee e D. Sharpless 
Vhanno adottato presso ’ospedale Hahnemann 
senza incontrare difficolta’. 

Due tubi di gomma soffice sono connessi la- 
teralmente, ma non fissati l’uno all’altro. I] 
primo tubo e’ lungo m.1.07: al suo collo e’ 
attaccato un doppio anello di gomma, di cui 
una sezione e’ fusa al primo tubo, mentre 
Valtra consente il passaggio del secondo tubo, 
lungo m.1.12. Quest’ultimo ha un colletto is- 
pessito in modo che puo’ essere spinto attra- 
verso l'anello solo per una distanza legger- 
mente minore della sua lunghezza. Il ealibro 


Fig. 7—Above, afferent and efferent tubes in place. 


A, jejunal drainage; B, duodenal drainage. Below, ef- 
ferent tube in place. 
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dei tubi varia da 10 a 14 (misura francese). 
Negli ultimi 15,24 em. sono scavate una serie 
di perforazioni. 

Dopo aver preparato in maniera solita lo 
stomaco, un tubo di Levine viene lasciato nella 
cavita’ gastrica per lavaggio e suzione. 

Completati gli strati posteriori di sutura 
dell’anastomosi, si afferra e si pone in vista 
l’estremita’ del tubo di Levine. Si passa quindi 
un filo no. 1 di seta nera nelle pareti del tubo 
di Levine, che viene poi annodato al tubo 
stesso. Gli estremi liberi del filo vengono fatti 
quindi passare tra i due tubi di suzione e di 
alimentazione e fissati al loro colletto. 

L’anestetista ritira quindi il tubo di Levine, 
che reca con sé gli altri tubi. Questi pos- 
sono essere estratti sia dalla boeea, sia dal 
naso. 

Il tubo piu’ corto viene allora introdotto 
nell’ansa afferente: il tubo piu’ lungo in quella 
efferente. Ad una distanza di em. 50,8 dall’es- 
tremita del tubo piu’ corto esiste un’altra 
serie di perforazioni per la suzione dello sto- 
maco. I] tubo efferente puo’ essere usato con 0 
senza un’attaceco metallico (come nel tubo di 
Rehfuss). L’anastomosi viene infine comple- 
tata. 

In questo modo e’ possibile iniziare |’alimen- 
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tazione attraverso il digiuno appena il pazi- 
ente viene riportato a letto o iniziare l’aspira- 
zione dello stomaco poco dopo l’operazione. 
Allorquando si delinea la minaccia di un ileo 
© di un’ostruzione, il tubo piu’ lungo viene 
immediatamente inserito al livello richiesto, 
senza interferire con il funzionamento del tubo 
piu’ corto, ricopiando in tal modo l’azione del 
tubo di Miller-Abbott. Con il nuovo tubo si 
evitano pero’ le incertezze ed i pericoli che si 
incontrano con l’inserzione del tubo di Miller- 
Abbott. E’ d’altra parte possibile raccogliere 
bile, succo pancreatico e duodenale : questi pos- 
sono essere nuovamente introdotti nell’intes- 
tino. 

Spetta al giudizio dell’operatore il decidere 
la formula degli alimenti: lo stabilire l’inter- 
vallo di tempo dei pasti e l’alternamento dell’- 
alimentazione e dell’aspirazione. 

Allorquando il pericolo di un ileo o di un’- 
ostruzione e’ eliminato, il chirurgo puo’ ri- 
muovere il tubo piu’ lungo, lasciando in posto 
il tubo piu’ corto per la decompressione dello 
stomaco e per il drenaggio. 

Verso il termine della degenza postopera- 
toria l’alimentazione per via intestinale perde 
man mano la sua importanza, cedendo il posto 
all’alimentazione orale o parenterale. 


Great Moments in Science: The Discoveries of Mendel 


His revolutionary paper. read on a clear, cold February evening in 1865 before 
some forty members of the Naturforschender Verein, a society of experimental 
naturalists in Briinn, was not understood. Attention flagged when he described his 
method of calculating the ratios between various types of plants, and no doubt some 
of his audience were repelled by this marriage of mathematics and botany. Moreover. 
the scientific world was then in a turmoil over Darwin’s Origin of Species, published 
only six years before, and the introduction of still another idea into biology seemed 
almost too much. The editor of the society’s transactions, where the paper appeared 
in the following January, wrote with a pencil in the upper left-hand corner of the 
manuscript: “40 reprints.” Forty, where nowadays they are ordered by the hundred, 
and with far less reason!—William H. Woglom 
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Vagotomy 


Experimental Work, Research, Clinical Application and Results 
A. M. HANSEN, MLD., F.A.C.S., F.LCS. 


HYSICIANS and surgeons as a rule are 
individualists. During the past four years, 
owing to Lester R. Dragstedt’s individual 

effort,! renewed interest has arisen in vagus 

resection for the alleviation of peptic ulcer 
symptoms and in some instances the cure of 
peptic ulcer. 

The results of Dragstedt’s work, research 
and clinical application have stimulated a 
great deal of study and experimental work, as 
well as the development of various surgical 
procedures both in the United States and in 
Europe. 

Heneage Ogilvie? of London, at the June 
1947 meeting of the American Medical Asso- 
ciation Meeting in Atlantic City, in his paper, 
“Gastric Surgery After One Hundred Years,” 
expressed no such optimism as do some of our 
American workers. He gave credit to Drag- 
stedt’s work, and also called attention to the 
morbidity following vagotomy. He made a 
point of the fact that sectioning the vagus 
nerve has no effect whatsoever on hormonal 
stimulation of the prepylorie area. 

Thompson® gave credit to medical and sur- 
gical progress in the handling of the patient 
with ulcers, but pointed out that there is still 
room for much constructive work. 

Etiologic Factors.—In spite of extensive re- 
search work and many theories, the actual 
cause of peptic ulcer has not been determined. 
However, certain undeniably contributory fae- 
tors and conditions are present. 

Cushing‘ stated many years ago that the de- 
velopment of peptic ulcers subsequent to op- 
erations on the brain is more than a coinei- 
dence. 

Important Contributing Factors: 1. Experi- 
mental work has proved that in patients with 
ulcer there is an increased continuous secretion 
of gastric juice. 

2. Usually hyperacidity is present, there be- 
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ing an increase in both free hydrochloric acid 
and total acidity. 

3. Nocturnal hypersecretion is almost al- 
Ways present. 

4. Excessive psychic stimuli are present. 
The patient is unusually apprehensive, men- 
tally hyperactive and subject to emotional 
strain. These factors cause gastric hypertonic- 
ity, hvpermotility and spasm of the pylorus. 
This mind-body relation has been proved so far 
as peptic ulcer is concerned; therefore, the 
fact that interruption of the vagus fibers re- 
duces hyperacidity and the quantity of noe- 
turnal secretion might well lead internists, 
neurologists and psychiatrists to bring their 
influence to bear on the subject. Psychosomatic 
medicine may play an important role in the 
nonsurgical treatment of ulcer before vagot- 
omy is restored to. 

Theories of the past, such as “the role of 
lowered cell resistance” mentioned by Boles,° 
and increased hormonal stimulation of the 
secretory peptic glands of the stomach, are still 
theories. 

Ogilvie? summarized the available knowl- 
edge, stating that peptic ulcer is undoubtedly 
due to a combination of factors; that a positive 
etiologic factor has not been determined, and 
that the condition results from numerous and 
complex contributing causes. 

Fifty-two consecutive cases were studied 
from the ease histories of the Los Angeles 
County General Hospital. There were studied 
from the standpoint of age, sex, race, indica- 
tions for operation, duration of ulcer, previous 
operations, laboratory procedures, roentgen 
examination, type of incision, choice of opera- 
tive procedure, anesthesia, duration of opera- 
tion, postoperative treatment, complications, 
mortality rate and follow-up. 

The results of this investigative work are 
outlined in the accompanying tables. 

Laboratory Procedures.—Knowledge of the 
following laboratory procedures aids in the 
diagnosis : 
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1. Preoperative determination of (a) Noe- 
turnal secretion; (b) Hollander reaction, and 
(c) response to injection of histamine and 
other stimuli used for gastric analysis, such as 
aleohol, Ewald meal, ete. 

2. Postoperative determination of (a) Noe- 
turnal secretion and (b) Hollander reaction, 
to aid in determining the efficacy of the vagus 
section. 


TABLE 1.—Age (by Decades), Sex and Race of Patients 


Decade 
52 
Sex 
52 
Race 
52 


TABLE 2.—Nocturnal Gastric Secretion 


Preoperative 
38 male patients, average ..............568 ce. 
6 female patients, average ............ 446 ce, 
Postoperative 
12 male patients, average ............ 325 ce. 
4 female patients, average ............ 240 ce, 


Note.—For male patients there was an average re- 
duction of 243 ce. and for female patients an average 
reduction of 206 ce. in nocturnal gastrie secretion. 
This results in an overall average reduction of 225 
ce. In other clinics a larger drop has been noted. 
Suffice it to say that there is a definite decrease as 
evidenced by these laboratory studies. Many errors 
can be accounted for; small particles of food may 
interfere with gastric drainage, or difficulty (due to 
hypomotility) in aspirating gastric secretions from a 
vagotomized stomach may prevent one from arriving 
at an accurate estimation. 

In the majority of these cases the Hollander test 
was employed, causing hypoglycemia followed by an 
increase in free hydrochloric acid and combined acids. 

In numerous cases the drop in the blood sugar level 
was not sufficient to give reliable information. For a 
satisfactory test the blood sugar level should be be- 
tween 40 and 50 mg. In spite of this, the results in- 
dicate that free hydrochloric acid and combined acids 
were definitely decreased after vagotomy, and in many 
instances there was no hydrochloric acid present. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


NOVEMBER, 1950 


Roentgenographic Studies.—In all cases pre- 
operative and postoperative roentgenograms 
should be taken. In some instances roentgeno- 
grams taken years previously are available. 

Gastroscopic Examination.—In the presence 
of suspected or actual pathologic conditions in 
the prepyloric region, gastroscopie study is 
indicated. 

Indications.—In various clinies throughout 
the United States, as well as in the Los Angeles 
County General Hospital, the indications for 
vagotomy with or without an additional opera- 
tion are variable, although it is apparent that 
during these four years the opinions of the 
various investigators are becoming gradually 
erystallized and better defined. 

The indications for surgical intervention 
without vagotomy remain the same as before. 
namely, (7) perforation and (2) in some eases. 
acute massive hemorrhage. 

Indications for surgical intervention with or 
without vagotomy are: 

1. Gastrojejunal ulcer (marginal) follow- 
ing a previous operation. Vagotomy causes re- 
duction of free hydrochloric acid, and decrease 
in the nocturnal secretions encourages healing. 

2. Obstruction due to cicatricial contraction 
at the pylorus. Previously, in cases of healed 
ulcer associated with schlorhydria, a gastroen- 
terostomy was done. This is still recommended 
by numerous workers. In the presence of an 
increased free hydrochloric acid level and a 
high total acid content a gastroenterostomy 
may be performed in combination with vagot- 
omy. For lesions in the prepylorie area which 


TABLE 3.—Preoperative Roentgen Studies 


1. Duodenal ulcer 


(a) Without obstruction .............. 31 
(D) Wath obstruction 11 


TABLE 4.—Postoperative Roentgen Studies 


3, ‘Gastric. retention (50% ) 10 
6; Nontanchioning stoma. 1 
7. Motor dysfunction of small bowel ........ 1 
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may be malignant, it is generally considered 
wiser to do a Polya or a Hoffmeister type of 
gastric resection. This procedure may be com- 
bined with vagotomy. 

In eases of high resection in which only a 
small amount of the stomach is left and the 
stoma is large, there is very little postopera- 
tive discomfort from gastric distention and 
hypomotility. 

3. Intractable ulcers. In cases of this type 
there is much variation of opinion as to the 
advisability of performing vagotomy only. 
Many workers believe that vagotomy plus 
posterior or anterior gastroenterostomy should 
be done. 

4. Bleeding ulcers. This, of course, includes 
ulcers following either single or multiple mas- 
sive hemorrhages caused by a duodenal or 
gastric ulcer. 

In all of the aforementioned cases, as with 
any surgical condition, each case must be indi- 
vidualized and the procedure chosen which is 
most suitable, for the patient. The decision 
must be based on history, physical examina- 
tion, laboratory reports, roentgen data and 
the results of gastroscopic examination. 

Marshall® made a strong point to the effect 
that prolonged medical management is contra- 
indicated for prepyloric lesions, which are 
possibly malignant. Following are Marshall's 
statistics from the Lahey Clinic: During a 
ten-year period, from 1936 to 1945 inclusive, 
more than 8,000 patients with peptic ulcer 
were treated. Eight hundred had gastrice ul- 
cers,—a ratio of 1 gastric ulcer to 9 duodenal 
ulcers. Partial resection was carried out in 
131 cases; in 26 cases of the 131 a diagnosis of 
carcinoma had been made by the pathologist ; 
therefore, the incidence of proved malignancy 
was 3.3 per cent for the entire group. Surgi- 
cally treated patients (131) represented 16.4 
per cent of the 800. Marshall made a definite 
point of the fact that 17 of the 26 malignant 
lesions had been treated for one month or 
longer before it was decided to operate. In his 
opinion this period of observation is too long 
and diagnosis should be arrived at earlier. He 
concluded that the primary treatment should 
be surgical, and advised resection for chronic 
and recurrent ulceration. He stated that he 
had done 96 consecutive resections without a 
death. 


TABLE 5.—Indications* 


6. Multiple indications after intractability ....... 15 


(vagotomy performed as a prophylactic measure. ) 


*In the above tabulation some patients had a com- 
bination of indications. 


TABLE 6.—Patients with History 
of Previous Operations 


6. Gastroduodenostomy 0 
8. Exploratory laparotomy ............... 1 


TABLE 7.—-Anesthesia 


Pentothal—nitrous oxide ............. 17 
Pentothal—cyelopropane 25 


An editorial by Ochsner’ corroborates this 
view. “In gastric ulcer, one should always sus- 
pect the possibility of malignant change or the 
coxistence of a neoplasm with ulceration. For 
this reason, a gastric uleer which does not heal 
completely within a short period of time 
should be resected, because the best time to 
treat gastric carcinoma is at the time when 
the diagnosis cannot be made.” 

Anatomic Data.—Detailed anatomic cissec- 
tions in 100 autopsies were done at the Mayo 
Clinic. Marked variation was observed in the 
anatomie distribution of the vagus nerves. 

Walters* wrote: “Our anatomic observations 
were focused particularly on the nerve struc- 
tures from the pulmonary plexuses to the 
stomach. The vagi invariably break up into a 
number of branches immediately below the 
pulmonary plexus, cross-communicate on the 
esophagus where they are joined by sympa- 
thetic fibers to form the so-called esophageal 
plexus. In 92 of the specimens from adults 
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TABLE 8.—Incision 


52 


TABLE 9.—Operative Procedure 


2. Abdominal vagotomy 
(a) Abdominal vagotomy only ........... 12 
(b) Abdominal vagotomy and posterior 
(ec) Abdominal vagotomy and anterior 
(e) Gastric resection ............. 1 
(f) Gastroduodenostomy 1 
4, Repair of hiatus hermia 2 


TABLE 10.—Postoperative Treatment 


1. Levine tube 


52 

5. Nocturnal aspiration of stomach .. 1 


studied at necropsy a rather regular pattern 
was followed in forming discrete nerve trunks 
below the esophageal plexus. In 64 of these 
the nerve trunks formed between the esopha- 
veal hiatus and 6 em. above the diaphragm, in 
21, at the distance of 6 em. above the dia- 
phragm, and in seven at the esophageal hiatus. 
In eight of the dissections, it was impossible 
to isolate two distinct trunks at any point. 
In these eight cases the nerves were numerous 
and communicating, and their distribution did 
not follow a uniform pattern. 

“The position of the right and left trunks 
below the esophageal] hiatus was noted in 92 
cases, and was found to be remarkably con- 
stant. The right gastrie nerve, the larger in 
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D4 cases, coursed posteriorly and to the left 
and then broke up into its branches about 3 
to 5 em. from the hiatus. The largest branch of 
the right nerve invariably traveled along the 
left gastric artery to the celiac plexus. The left 
nerve followed a much shorter course in the 
abdomen. As it emerged onto the anterior sur- 
face of the stomach, it divided into numerous 
small branches which were lost in the serosa 
and musculature of the stomach. A branch 
from both the right and left nerves was in- 
variably found entering the leaves of the gas- 
trohepatic omentum. 

“From the anatomic standpoint, therefore, 
it would appear that in a trans-abdominal ap- 
proach to the gastric nerves the nerves could 
be located successfully in approximately 92 
per cent of the cases, and possibly many of the 
branches in the remaining 8 per cent. In the 
33 cases in which one of us (W. W.) resected 
the vagus nerves (gastric neurectomy ) through 
the trans-abdominal route, in every case but 
one it has been possible by exercising care, 
to resect all the gastric nerves, as proved by 
the Hollander insulin test.” 

Anesthesia—In the series of 52 operations 
performed at the Los Angeles County General 
Hospital, all anesthetics were administered by 
the endotracheal route. 

Surgical Procedure.—The advantages and 
disadvantages of the transthoracic and the 
transabdominal approach may be summarized 
as follows: 

1. Transthoracic Approach 

A. Advantages: 

(1) The vagus nerve can be divided 
at a higher location than with 
the transabdominal approach. 

(2) The proximal end of the vagus 
nerve can be transplanted in the 
left thoracie cavity. 

B. Disadvantages: 

(1) Persistent thoracic pain after 
the operation. 

(2) Inability to explore the intra- 
abdominal pathologie change 
(thus not confirming the diag- 
nosis). 

(3) Inability to do intra-abdominal 
procedures at the same time as 
the vagotomy is performed. 

(4) Necessity for a second surgical 
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procedure, such as gastroenter- 
ostomy, when hypomotility is 
present. 

2. Transabdominal Approach 

A. Advantages: 

(1) It is possible to examine the 
pathologie conditions present, 
demonstrated or not demon- 
strated by roentgenogram and 
gastroscopi¢c examination. 

(2) Other gastric procedures can be 
done at the same time. 

(3) If necessary, gastroenterostomy 
can be done at the same time. 

(4) Gastric resection can be accom- 
plished in conjunction with the 
vagotomy. 

B. Disadvantages : 

(1) According to the anatomie dis- 
sections done by Walters and his 
group,* there were 8 per cent 
of cases in which the nerve trunks 
were not definable. In spite of 
this fact, he proved by the Hol- 
lander insulin hypoglycemia test 
that in only 1 case out of 33 did 
this test give negative results. 

Comment: Dragstedt stated that the trans- 
thoracic approach is accomplished by exten- 
sive resection of the seventh or eighth rib, and 
by clamping, cutting and ligating the inferior 
pulmonary ligament. A 2-em. incision is made 
in the parietal pleurae overlying the lower 
part of the esophagus. The vagus nerves are 
identified; a portion may be resected and 
ligated with silk. The proximal ends are then 
sutured into the left pleural cavity and the 
chest closed without drainage. 

The technic of Moore and his associates® in- 
eluded an incision in the diaphragm to per- 
mit dissection and excision of the nerves en- 
tering the gastric wall. The proximal ends of 
the dissected nerves are encased in a silk 
evlinder. 

Mortality —tThere was 1 death in the 52 
operative cases. The patient was a white man 
aged 34 with a history of perforated duodenal 
ulcer four years previously. The roentgen re- 
port indicated that he had a duodenal uleer 
without obstruction. Preoperatively the free 
hydrochloric acid level was 130 and the com- 
bined acid level 145. Postoperative complica- 
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tions included wound infection and eviscera- 
tion. The patient died on the fifth postoperative 
day. Autopsy revealed a perforated esophagus 
with generalized peritonitis. aspiration pneu- 
monia and mediastinitis. 

Results.—In reviewing numerous series of 
cases from various clinics one notes the usual 
postoperative complications—pleural effusion 
in all cases in which the transthoracic ap- 
proach was used, and occasional injury to the 
esophagus. Vagus resection is not without a 
mortality rate, but the exact rate is difficult 
to determine because of the other surgical 
procedures performed concomitantly with 
vagotomy. 

In general, the consensus is as follows: 

(a) Uleer pain is practically always re- 

lieved. 

(b) Nocturnal secretions are decreased. 

(c) There is hypomotility of the stomach. 

(d) Uleers demonstrated by roentgen ex- 

amination and confirmed through a 
transabdominal approach have evi- 
denced healing proved by decrease of 
symptoms and postoperative roentgen 
corroboration. 

(e) The majority of patients have gained 


TABLE 11.—Complications 


1. Traumatic (surgical wound) 


2. Pulmonary 
6 
10 
(a) Pam an chest wound’ 10 
(@) Perforated esopha 1 


3. Miscellaneous 
(a) Abdominal distention and bloating ..12 
(b) Diarrhea 


(e) Perforation of esophagus with general 


*100% in cases in which thoracic approach was em- 
ployed 
+Resolved spontaneously 
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weight and have been rehabilitated so 

that they may return to work. 

(f) Although the early workers performed 
vagotomy only, during the past several 
years there has been a tendency to 
combine other surgical procedures with 
vagotomy : (7) gastric resection in cases 
of gastric carcinoma or suspected gas- 
tric carcinoma, and (2) gastroenter- 
ostomy. 


Untoward Postoperative Complications: It 
is also generally conceded that there is asso- 
ciated postoperative morbidity evidenced by 
(a) distention; (b) epigastric distress; (c) 
abdominal cramps; (d) diarrhea; (e) failure 
to gain weight, and (f) increased intragastric 
pressure (proved by balloon studies). 

Secondary gastroenterostomy is necessary in 
a moderate percentage of cases after simple 
vagotomy. 

In instances of hypermotility and disten- 
tion it is necessary to use parasympathoni- 
metic drugs, such as urecholine. 

In some eases it has been necessary, when 
the patient complains of excessive gastric dis- 
comfort, to induce vomiting for relief—though 
this, possibly, is due not infrequently to the 
fact that the patient is not patient enough! 

Temporary difficulty in swallowing, which 
does not persist as a rule, is undoubtedly due 
to temporary dysfunction of the lower end 
of the esophagus. 

Walters* stated, “In one of 13 additional 
cases in which our surgical colleagues at the 
Mayo Clinie performed gastric neurectomy 
only, gastrie acidity and symptoms of ulcer 
returned in six weeks in spite of achlorhydria 
immediately after operation.” 

In another case he stated, “. . . recurrence 
of a gastric ulcer had taken place, with severe 
clinical symptoms in spite of a positive insulin 
test, showing a complete severance of all the 
gastric (vagus) nerves. An early achlorhydria 
had been followed by a return of gastric acids.” 

Still another case was reported in which 
vagotomy and gastroenterostomy had been per- 
formed and, in spite of this fact, a duodenal 
ulcer perforated, a subdiaphragmatie abscess 
developed and the patient died on the four- 
teenth postoperative day. 
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SUMMARY AND CONCLUSIONS 


An analysis of the value of vagotomy is pre- 
sented. On the basis of this evaluation it is 
concluded that in order to arrive at the proper 
choice of surgical procedure, with or without 
vagotomy, it is important to individualize 
each case. Owing to the rapid investigation of 
this problem there are some unusually op- 
timistic reports, and there are others especially 
emphasizing the morbidity. It is important, 
therefore, to decide whether alleviation of the 
symptoms and in some instances the pathologic 
condition itself by this means is justified in 
view of the attendant morbidity and occasional 
mortality. 

Vagotomy, whether done primarily as such 
or in conjunction with another surgical pro- 
cedure, still requires much investigation, anal- 
ysis and, particularly, meticulous observation 
over a period of years. 

Vagotomy, therefore, should be reserved for 
selected cases. 


RESUME 


L’auteur analyse les valeurs de la vagotomie. 
Sur la base de cette évaluation, il arrive a la 
conelusion que pour faire un choix approprié 
de procédés chirurgicaux avee ou sans vago- 
tomie, il importe d’individualiser chaque eas. 
Die a une investigation rapide de ces prob- 
lémes, il y a des rapports trés optimistes et 
aussi il y en a d’autres qui soulignent sa 
morbidité et sa mortalité. 

Il importe de décider si le soulagement des 
svymptomes dont souffrent les malades et aussi, 
si dans certains eas, l'état pathologique justi- 
fient la morbidité accompagnante et la morta- 
lité oceasionnelle de la vagotomie. 

La vagotomie faite seule ou en conjonetion 
avee d’autres precédés chirurgicaux nécessite 
encore beaucoup de recherches, d’analyses et 
surtout, une observation soignée pendant 
plusieures années. 

La vagotomie doit étre reservée pour les 
cas choisis. 


RESUMEN Y CONCLUSIONES 


Se presenta un analisis sobre el valor de la 
vagotomia. Sobre esta base se concluye que 
para llegar a la eleccién apropiada del pro- 
cedimiento quirfiigico, con o sin vagotomia, es 
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TABLE 12.—Data on Vagotomy in 52 Cases at Los Angeles County General Hospital 


HANSEN: VAGOTOMY 


Case 


Age of 
patient 


| Sex of 
patient 


Race of | 


patient 


Duration | 
of ulcer 


Follow-up 


16 


17 
18 


38 


41 


75 


65 


54 


49 


47 


56 


42 


Male 


Male 


Female 


Male 


Male 


Male 


Male 


Female 


Male 


Female 


Male 


Male 


Male 


Male 


Negro 


White 


White 


White 


White 


White 


White 


White 


White 


White 


White 


White 


White 


White 


Negro 


White 


White 


White 


White 


White 


6 months: No pain; slight weight loss; roentgeno- 
gram showed persistent duodenal ulcer 


3 weeks 


14 vears | 2 weeks: Asymptomatic; referred to A.M.R. 


| Several months in placement ward: acid vomiting; 
sent to Patton July 1947 


6 years 


Asymptomatic till July 1947; hemorrhoidectomy 
April 1947 


8 years 


3 clinic visits to April 15; slight chest pain; bloat- 
ing; roentgenogram showed spastic duodenal 
bulb 


15 vears 


Readmitted December 1947; fainting spells; C.N.S. 
syphilis; no gastrie complaints 


6 vears 


months: epigastric pains 5 days; otherwise 
asymptomatic 


2 years 4 


3 months: Asymptomatic; “eating everything, first 
time in 18 years” 


18 years 


6 months: “Ulcer pain”; no bleeding; improving 


Readmitted after alcoholic spree; committed to 
psychiatric department; roentgenogram showed 
gastritis; some vomiting 


2 years 


3 months: Symptoms of hypertension but no ulcer 
symptoms 


20 years 


2 months: Occasional bouts of diarrhea, 3-6 stools 
daily for 6 weeks; pain in wound for 1 month 


12 vears 


8 years 3 months: Improving; slight distress after meals 


7 months: Slight difficulty in swallowing; roentgeno- 
gram showed pulsion diverticulum at 3d thoracic 
vertebra; stomach dilated 5 plus 


3 months: Asymptomatic 


6 months 


3 months: Readmitted; vomiting 4+ days (had been 
drinking); signed out 48 hours 


2 months 


5 years 2 months: Asymptomatic; “eats everything” 


2 months in hospital: Persistent diarrhea, 5-7 stools 
daily; medicine ineffective; did not return for 
further studies 


6 months 


10 years 2 months: Asymptomatic; satisfactory recovery 


3 months: Some bloating and ‘‘gas’’ at times; 3 Ib. 
| (1.3 Kg.) weight loss; no pain; gastric analysis 
with histamine showed no hydrochloric acid 


15 vears 


| | 
4 
| 
| 
| | 
| 
| | | 
‘ | 
| 
13 = | Male 
i 6 Mie | 
| | | | 
| | | | 
15 20. | Male | | | 
| 
| 
19 = | 
| 
| 
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TaBLE 12.—Data on Vagotomy in 52 Cases at Los Angeles County General Hospital (Continued) 
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Age of 
patient 


Sex of 
patient 


Race of 
patient 


Duration 
of ulcer 


Follow-up 


21 


25 


26 


32 


66 


67 


48 


54 


34 


Male 


Male 


Male 


Male 


Male 


Female 


Female 
Male 


Male 


Male 


Male 


Male 


Female 
Male 
Male 
Male 


Male 


White 


White 


White 


White 


White 
White 
White 


White 


White 


White 


White 


White 


White 


4 years 


15 years 


1 year 


12 years 


20 years 


7 years 


10 years 
15 years 


1 year 


4 months 


4 months 


4 years 


1 vear 


3 months 


Returned to hospital 1 month after discharge; 
vomiting; temperature 103 F.; improved by Le- 
vine tube and Connell suction; readmitted July 
8 with abdominal distention and bloating; no 
further calls 


Asymptomatic on discharge; no returns 


Uneventful postoperative course; discharged to 
“Rancho” 3 weeks after operation; no return 


5 months: Occasional ‘fulness’; no ulcer pain; 
slight difficulty in swallowing for 1 month; gastro- 
scopic study revealed atonia; no free hydrochloric 

acid present on gastric analysis 


3 months after operation: Letter from El Paso 
stated no symptoms were present 


7 months: Asymptomatic so far as ulcer was con- 
cerned 


4 months: Asymptomatic 


1 month: Slight distention; belching; no pain 


2 months after vagotomy: 30 lb. (13.6 Kg.) weight 
loss; posterior gastroenterostomy done for atonia 
and obstruction; recovery slow; angina pains de- 
veloped 2 months later 


3 weeks: Rough postoperative course, due mainly 
to abdominal distention and gastric retention 
(100-200 cc.); feeling well when discharged 


4 months: Slight bloating for 1 month; ‘‘fulness”’ 
1 hour after eating; otherwise asymptomatic 


Died on 5th postoperative day; autopsy revealed 
perforated esophagus, generalized peritonitis, 
aspiration pneumonia, mediastinitis 


No complaints on discharge; no return 


No foliow-up (patient alcoholic, admitted from 
psychiatric department) 


1 month: Asymptomatic (previously neurotic) 


Asymptomatic on discharge; no return 


White 
White 


White 


2 months 
2 years 


16 years 


-4 months: Asymptomatic; roentgenogram revealed 


3 months: Occasional diarrhea 


Referred to Veterans Hospital in Birmingham 


healed ulcer 


— . 
~i ii hi 

4 

7 | 68 
2 
| 
| | 
| | | | | 

| | 

| | 
35 45 
: 36 42 
38 37 
39 
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TABLE 12.—Data on Vagotomy in 52 Cases at Los Angeles County General Hospital (Continued) 


HANSEN: VAGOTOMY 


Age of 
patient 


Sex of 
patient 


Race of 
patient 


Duration 
of ulcer 


Follow-up 


44 


51 


52 


55 


55 


44 


46 


56 


54 


Female 


Male 
Male 


Male 


Male 


Male 


Male 


Male 


Male 


Female 


Female 


Female 


Female 


White 


White 
White 
White 


White 


White 


White 


White 


White 


White 


White 


White 


Negro 


10 years 


20 years 


7 years 


5 years 


5 years 


3 months 


2 years 


13 years 


8 years 


7 years 


14 years 


6 months 


15 years 6 


Readmitted 3 weeks after operation; vomiting and 


No follow-up 
3 weeks: Asymptomatic 


Readmitted 2 months after operation; vomiting 


Uneventful recovery; pathologic report showed no 
1 month: Asymptomatic; chest wound numb 
Asymptomatic on discharge; 6 weeks’ follow-up; 
1 year: Result unsatisfactory; persistent ulcer pain 
1 month: Asymptomatic; no gain in weight 

5 months: Persistent epigastric distress; roentgeno- 
Uneventful postoperative course; discharged 12th 


Poor result; persistent ulcer pain; bloating; occa- 


abdominal distention; discharged in 3 days, 
asymptomatic 


and diarrhea; roentgen study showed 95% reten- 
tion; stools normal; proctoscopic study revealed 
edematous mucosa 


vagus nerves in section ‘‘blood vessel”’; no follow- 
up 


chest clear; 2-3 loose stools daily 


and diarrhea (7 stools daily) 


gram 3 months after operation showed poorly 
functioning small bowel 


day 


sional vomiting; readmitted for gastric resection; 
ulcer found unhealed 


months: Persistent epigastric pain and bloating; 
readmitted 7 months later for study of hyper- 
tension 


importante individualizar cada caso. Respecto 
a la rapida investigacion de este problema hay 
algunas comunicaciones extraordinariamente 
optimistas y otras recaleando la morbilidad. 
En consecuencia, es importante decidir si esta 
justificado el alivio de los sintomas y en algu- 
nos easos el cuadro patolégico, en vista de la 
morbilidad acompafnante y 
ocasional, 

Se haga la vagotomia sola 0 en conjuncién 


la mo 


con 


rtalidad 


Die Arbeit gibt eine Analyse des Wertes der 
Vagotomie. Auf Grund dieser Auswertung 


quiere mucha investigaci6n, analisis y parti- 
cularmente observacién meticulosa por varios 
anos. 

En consecuencia, la vagotomia debia reser- 
varse para casos seleccionados. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


otro procedimiento quirtirgico, aun re- 


42 39 = 

47 44 

| 

| 
50 = | 
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wird der Schluss gezogen, dass Individualisie- 
rung eines jeden Falles wiehtig ist, um zur 
richtigen Wahl des chirurgisehen Vertahrens 
—mit oder ohne Vagotomie—zu gelangen. In- 
folge der ueberstuerzten Forschungsarbeit 
auf diesem Gebiet gibt es sowohl maneche un- 
gewoehnlich optimistische Berichte als auch 
wiederum andere, die die Morbiditaet ganz 
besonders hervorheben. Es ist daher wichtig 
zu antscheiden, ob angesichts der begleitenden 
Morbiditaet und gelegentlichen Mortalitaet 
ein Versuch, Symptome und hie und da das 
Krankheitsbild zu beeinflussen, noch berech- 
tigt ist. 

Die Vagotomie, ob sie nun als solehe oder 
in Verbindung mit einem anderen chirurgis- 
chen Eingriff ausgefuehrt wird, erfordert 
noch viel Studium, Analyse und_ besonders 
auch eine sorgfaeltige—ueber eine Reihe von 
Jahren ausgedehnte Beobachtung. 

Die Vagotomie sollte daher auf ausgewaehlte 
Faelle beschraenkt werden. 


RIASSUNTO 


Un’analisi dei risultati della vagotomia con- 
duee 1’A. alla conclusione che la scelta appro- 
priata di un’intervento chirurgico, con o senza 
vagotomia, va subordinata alle condizioni dei 
singoli casi. La rapidita’ con la quale si sono 
moltiplicati i contributi alla vagotomia ha 
condotto ora a delle impressioni ottimistiche, 
ora invece ad impressioni opposte. E’ quindi 
necessario di stabilire bene se il quadro clinico 
e’—nei singoli casi—tale, da giustificare un 
intervento che coninvolge una certa morbilita’ 
ed, in misura sia pire molto ridotta, una certa 
mortalita’. 

La vagotomia, sia da sola, sia associata ad 
altre operazioni, richiede ancora un lungo e 
meticoloso periodo di controllo. Va, per ora, 
limitata a casi bene selezionati. 
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IKE other obstetricians, | have always de- 
sired to relieve and shorten labor with- 
out damaging either mother or child. I 
have reviewed the medical literature in this 
field and have tested the methods described by 
various tocologists: Greenhill’s (morphine, 
scopolamine, local anesthesia) and Peralta 
Ramos’ (espasmalgine-pituitrin), as well as 
Voron and Pigeaud’s; Moraguest Bernat’s for 
dystocia due to functional synergy (chloro- 
form-oxytocie) ; Beck’s (demerol-scopolamine ) 
and those advocated by Levy Solal and others 
(sparteine, scopolamine, ephedrine, phenylpro- 
pionate and dihydro-oxycodeinone eamphosul- 
fonate). I did not obtain the results I expected, 
and, after testing several other methods, I de- 
veloped my own technic.’ 

The procedure was satisfactory, but after 
listening to the opinions of certain obstetri- 
cians of recognized ability, and wishing to sim- 
plify my technic, I began to study a new group 
of 100 cases, administering demorol-atropine 
by the intramuscular route, general anesthesia, 
continuous oxygenation and pudendal block. 
In this way I was able to prevent anoxia and 
diminish to a minimum the dose of the general 
anesthetic. Later, trying to eliminate it alto- 
gether, | made experimental studies on ani- 
mals, and I discovered that a mixture of sev- 
eral well known substances, if applied to the 
human being, could produce analgesia and am- 
nesia, and even be an excellent oxytocie agent, 
without damaging either the mother or the 
baby. I verified the effectiveness of the pro- 
cedure in 270 cases, with satisfactory results. 
Analgerol is the simplified name that has been 
given to this product.* 

Pharmacologic Basis—Analgerol is a com- 
bination of pethidine, atropine and _ scopola- 
mine, mixed under special conditions of pH 
and temperature. It possesses analgesic, amne- 
sic and antispasmodic properties. In small doses 
it acts as an oxytocie agent. It depresses the 
vagus tone; the pulse becomes frequent and 

Submitted for publication Dee. 11, 1949. 

*Formula: Pethidine, 0.003 Gm.; atropine, 0.00005 

Gim.; scopolamine, 0.00005 Gm.; triple-distilled water. 


1 ml. This is a patented product, registered by Salubridad 
Publica (Department of Public Health). 


Analgesia, Anesthesia and Amnesia in Obstetrics 


AMADEO NARCIA RUIZ, M.D. 
MEXICO D.F., MEXICO 


the blood pressure rises slightly (5 to 10 mm. 
of mercury). It does not depress the respira- 
tory center; it has no hypnotic action on the 
newborn ; vomiting is minimal, and it does not 
interfere with lacteal secretion. 

In some eases, in which it is necessary to in- 
crease the oxytocie effect, a new mixture is 
made by adding posterior pituitary extract 
deprived of vasopressor activity. This product 
is called oxy-analgerol.t With this mixture it is 
possible, even with minimal quantities of pitui- 
tary extract, to produce efficient physiologic 
contractions sixty to ninety minutes in dura- 
tion without disturbing the state of relaxation 
of the smooth circular fibers of the uterine 
cervix. 

Method of Administration; Dose.—Anal- 
gerol can be given by either the intramuscular 
or the intravenous route. I prefer the latter 
because of its rapid action, its quicker elimi- 
nation and the fact that it involves no danger 
to either mother or child. The effective dose is 
10 ml. administered in fractions of 1, 2 or 
3 e¢., repeated according to medical judgment 
and to the individual case. An initial dose of 
4 ce. can be given several minutes before de- 
livery. 

Procedure.—1. When the uterine cervix has 
reached a dilatation of 3 to 4 em. and the pains 
increase, 3 cc. of analgerol is given by the 
intravenous route. Quick relief of pain is ob- 
tained. 

2. If after twenty minutes the pain of uter- 
ine contraction has not been relieved, a new 
dose of 2 ml. is given. This is repeated ac- 
cording to the physician’s judgment forty to 
sixty minutes later, as conditions may require, 
without exceeding the effective dose of 10 ce. 
An effort should be made to reserve a dose 
of 2 or 3 ec. to be used during the expulsive 
period if the patient is restless. The patient 
must be examined as to pulse, blood pressure 
and fetal heartbeats as well as to the progress 
of labor, so that if there are symptoms of fetal 
distress the necessary intervention may be 
performed. 


+Formula: Analgerol, 1 cc.; posterior pituitary extract, 
deprived of vasopressor activity, 10 international units. 
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3. Continuous oxygenation should be main- 
tained from the stage of dilatation to the end 
of labor. This oxygenation is provided by 
means of a mask covered with cotton and 
gauze, connected to an oxygen tank which has 
a regulator and a humidifier. One hundred per 
cent oxygen is used. Gareia Herreros has 
sometimes attached to the aforementioned 
equipment, instead of the open mask, a closed 
mask with a reinhalation bag, for use with or 
without calcium oxide. The purpose of this is 
to administer oxygen to the mother and, 
through her, to the child. 

4. When dilatation amounts to 8 em. in a 
multipara or 10 em. in a primipara, the pa- 
tient is taken to the delivery room. Regional 
anesthesia of the perineum, the vulva and the 
vagina is started with procaine or metycaine 
1 per cent in saline solution, mixed with 100,- 
000 units of crystalline penicillin G. 

5. When dilatation is complete—that is, 
when the cervix retracts behind the fetal occi- 
put—delivery is accomplished in about ten 
effective contractions in the multipara and 
twenty in the primipara. 

6. If delivery does not conform to these 
averages it is due to dystocia; e.g., a circular 
umbilical cord, posterior presentation with dif- 
ficult rotation or contractions either too short 
or too long delayed. The last-mentioned causes 
can be overcome by inducing expulsive con- 
tractions with finger pressure over the levator 
anu muscle or on the posterior vaginorectal 
wall, or by giving intramuscularly 0.25 to 0.5 
ce. of oxy-analgerol, repeating the dose ten 
minutes later if necessary, until physiologic 
contraction of 60 to 90 degrees has been ob- 
tained. 

7. The fetal head should not be allowed to 
remain long in the lower plane (second stage) 
lest cerebral compression occur. 

8. Maneuvers to free the head, the care of 
the newborn, the early expulsion of the pla- 
centa, and postpartum and puerperal care 
have been described in an earlier publication.” 


CLINICAL NOTES 


The procedure as a whole is remarkably 
facilitated by psychotherapy, which should be 
started by controlling the patient’s emotional 
state during pregnancy. Also, the hospital en- 
vironment is very important. We avoid instru- 
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mental drama by playing soft musi¢ in the 
delivery room and by blindfolding the patient 
in order to prevent distress caused by light 
and to invite sleep. 

Novocaine has an important role in the pro- 
cedure. Besides relaxing both vagina and 
perineum and producing anesthesia during 
and after labor, it stimulates the uterine con- 
tractions that occur when pudendal block no 
longer exists. 

Effects on the Mother.—At first the patient 
is in a euphoric state; she relaxes and loses 
fear. Her eyelids feel heavy; she wishes to 
sleep. She is apt to direct her fingers toward 
her nose and mouth as though trying to 
scratch. The pains disappear almost com- 
pletely, but uterine contractions continue with 
normal rhythm and are even more intense and 
prolonged. After the subsequent doses one ob- 
serves unconsciousness, mental incoordina- 
tion and hypnosis between contractions. At 
each contraction the patient awakens partially, 
but the “pain” does not produce suffering and 
has no effect on her memory. She is unaware of 
the fact that delivery has taken place. There 
is complete amnesia for the actual event. 

Clinical Signs.—As has been stated, the 
pulse becomes frequent and the blood pressure 
rises slightly—5 to 10 mm. of mercury, the 
difference between maximum and minimum 
pressures remaining constant. There is red- 
ness of the face and hands, with slight edema 
of the latter, which disappears within twelve 
hours. There is slight dilatation of the pupils, 
which also disappears in twelve hours, the pa- 
tient being able to see clearly at a distance and 
having a temporarily blurred vision for objects 
near at hand. 

Effects on the Newborn.—There is no hyp- 
nosis. Crying and respiration are started early, 
even when the analgesic agent is given some 
minutes before delivery (contrary to what hap- 
pens when other morphine-like analgesics are 
given). Because of the continuous oxygenation 
the child has received through the mother, 
there is no cyanosis. After twenty-four hours 
there are redness of the face and slight edema 
of the eyelids, which disappear within forty- 
eight to seventy-two hours. There is no mor- 
bidity or mortality. 

Indications.—This preparation is indicated 
in the management of : 
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Sketch of procedure. 


(a) Primiparas with normal pelvises 

(b) Multiparas with normal pelvises but 
with vertex or breech presentations, 
whose previous labors are known 

(c) Loss of functional synergia 

(d) Term pregnancy with ruptured bag of 
waters requiring induction of labor 

(e) Dead intrauterine fetus 

(f) Mothers with a negative Rh factor (for 
whom, as a rule, anesthesia is contrain- 
dicated because of a labile fetus) * 

(gz) Postabortum placental retention 

(h) Preanesthetie medication or as a basal 

*These patients are prepared during pregnancy (as 

has been previously reported), in such a way as to 


destroy the agglutinins or prevent their activity, by the 
adequate folic acid procedure. 
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anesthetic in surgical cases. 

Contraindications.—The analgerol proce- 
dure should not be employed in the presence of 

(a) Pelvie-cephalic disproportion 

(b) Pelvie contractions or other 
malformations 
Cicatricial hardness of the cervix 
Blood pressure of more than 200 mm. 
of mereury with advanced renal lesions 
Glaucoma. 


Osseous 


(ce) 
(d) 


(e) 
COMMENT 


In a series of 270 cases there were only 2 in 
which the uterine cervix was ruptured ; in both 
instances this had occurred previously, during 
the use of forceps. 

Blood loss was minimal, ranging from 20 to 
50 ee. This saving of blood is due to early ex- 
pulsion of the placenta and to the application 
of ergotrate during the third stage of labor, 
while the placenta occupies the vagina. 

Only 1 patient, a multipara (spontaneous la- 
bor; previous rupture of the cervix and hem- 
orrhage due to use of forceps) showed a blood 
loss of 150 to 200 ce., without noticeable lacera- 
tion of the cervix and with a densely hard, 
contracted uterus (Table 1). 

In only 5 of the 270 cases (3 at the Central 
Military Hospital and 2 private) did the new- 
born infants fail to ery and breathe at once 
(Table 2). In 1 of these cases there was a 
triple circular umbilical cord, with slight pel- 
vic-cephalie disproportion, and the child was 
delivered with forceps. Two were born in the 
occipitoposterior position, also with cireular 
umbilical cords, and began crying and breath- 
ing after four minutes. 

The child delivered with forceps started to 
cry and breathe after ten minutes. It was 
given lobeline and coramine; its mucus was 
aspirated; mouth-to-mouth insufflation was 
performed, and carbon dioxide and oxygen 
100 per cent were administered. Signs of cere- 
bral compression developed and the child died 
twenty-four hours later, but death was due to 
trauma from the forceps, the triple cireular 
umbilical cord and a prolonged second stage 
of labor in a patient with slight cephalopelvic 
disproportion, not to the analgesic compound. 
For this reason the death was not recorded in 
the mortality column of statisties on this series 
(Table 3). 
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TaBLeE 1.—Complications During Labor 
| | | 

Cases Laceration of | Rupture of | Hemorrhage Normal Total 

Cervix | Uterus 


TABLE 2.—Initiation of Crying and Breathing 


Crying 


10 or more 


TABLE 3.—Statistics on 270 Cases of Labor with Analgerol, Continuous Oxygenation and Regional Anesthesia 
(Procaine-Penicillin) 


| 


Pregnancy [Spontaneous Forceps Low | Maternal | Infant Cases 
Cesarean | Mortality | Mortality 


Normal primiparas........... 


Normal compensated mitral 


Normal multiparas.............. | 


Noncompensated mitral stenosis. .| 


Negative Rh factor.............. | 


Pre-eclamptic syndrome.......... 


Of the private patients, the child of 1 had Five mothers with negative Rh factors are 
a eireular umbilical cord. The child of the included in this study, for whom there was no 
other was a large fetus, weighing 4.75 Kg., need to employ more than & ce. of analgerol. 
and the expulsion stage was greatly prolonged. There were 2 with mitral stenosis, without 
This child started to ery and breathe after heart failure, in whose cases the analgesic was 
five minutes (Table 2). started when the cervix had reached a dilata- 


270 0 | 2 267 270 
{ 
Otol 265 98.14 265 98.14 
3 to4 3 1.12 3 1.12 
5 to9 0.37 0.37 
| 4 0 0 69 
192 
| 
| | | x 
| 0 0 0 5 
| | | 
| 17 7 0 0 270 
| | 
| | | 
ae 
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TaBLeE 4.—Progress of Infants Born at Central Military Hospital* with Use of Analgerol, Continuous Oxygenation 
and Local Anesthesia 


Weight at | Weight at Initiation Time, min. 


Birth Discharge 
Kg. Kg. 


Date of 
Discharge 


Progress 


Crying | Breathing 


7-1-49 


20-1-49 
21-1-49 
21-1-49 
24-1-49 
1-2-49 
1-2-49 
22-49 | 26. 
3-2-49 | 2.75 
4-2-49 2.7 
6-2-49 3.3 
6-2-49 | 2.8 
10-2-49 3.225 
10-2-49 | 2.95 
18-2-49 2.85 
19-2-49 3.6 
19-2-49 | 2.75 
22-2-49 2.78 
| 


Child died 24 
hours later 
(see text) 

Normal 

Normal 

Normal 

Normal 

Normal 

Normal 

Normal 

Normal 

Normal? 

Normal 

Normal 

Normal 

Normal 

Normal 

Normal 

Normal 

Normal 


10+ 10+ 


Otol 
0 tol 
0 tol 
Otol 
Otol 
0 tol 
0 tol 
Otol 
Otol 
Otol 
Otol 
3 to 5 
Otol 
0 tol 
0 tol 
3 to 5 
Otol 


0 tol 
Otol 
0 tol 
Otol 
Otol 
0 tol 
0 tol 
0 tol 
Otol 
0 tol 
Otol 
3 to 5 
Otol 
Otol 
Otol 
3 to 5 
0 tol 


25-1-49 
28-1-49 
25-1-49 
28-1-49 
5-2-49 
1-2-49 
5-2-49 
10-2-49 
7-2-49 
9-2-49 
10-2-49 
14-2-49 
15-2-49 
25-2-49 
25-2-49 
25-2-49 
1-3-49 


*Head of children’s ward, Dr. Luis Torregrosa; nurse, Enriqueta Lopez Alvarez. 


+Premature delivery. 


tion of 6 em., the effective dose of analgerol 
being 5 ce. I had also the opportunity to care 
for 2 pre-eclamptie patients. One of these was 
a private patient with albuminuria (value for 
albumin, 1.6 Gm.) and a systolic blood pres- 
sure of 170 mm. of mercury, who required 6 
ce. of analgerol, an initial dose of 4 ce. followed 
by a dose of 2 ec. The other was a patient at 
the Central Military Hospital, who required 6 
cc. of analgerol from the first stage up to the 
end of labor. She also had albuminuria (al- 
bumin 1 Gm.), and her blood pressure was 
180 mm. of mercury systolic. 

This procedure was used in 5 eases of intra- 
uterine death, 4 of the fetuses being between 
the sixth and the seventh month of pregnancy 
and the fifth at full term. There were 5 abor- 
tions between the fourth and the fifth month 
and 3 postabortum retentions of the placenta 
between the third and the fourth month. In 
these cases dilatation and curettage of the 
uterus were performed. 


In the cases in which cesarean section was 
performed with analgerol and local infiltration 
anesthesia, the patients on waking got up 
from the delivery table and were able to walk 
to their rooms (Table 3). 

Statistics on the progress of the infants in 
the cases studied at the Central Military Hos- 
pital are presented in Table 4. The procedure 
was harmless and the results satisfactory in 
all cases, both for the mother and for the child. 
By way of additional information, it may be 
added that 20 of the patients have been treated 
a second time by the same method, and that 15 
of these are again in various stages of preg- 
naney. 


SUMMARY AND CONCLUSIONS 


Obstetric drugs that produce amnesia, anal- 
gesia and anesthesia during labor are men- 
tioned. Previous publications (1947 and 1948) 
are referred to. Modification by demerol-atro- 
pine, continuous oxygenation and pudendal 


Case Date of Sex a 
: | | 
2 3.37 | 
3 2.4 
4 3.5 
: 5 3.65 | 
6 3 
7 2.75 
8 2.5 | 
9 2.65 
10 | 26 
11 3.2 | 
12 27 | 
13 3.2 | 
14 2.7 | 
15 2.8 | 
16 3.5 | 
17 2.7 | 
18 2.74 | | | 
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block is deseribed. 

Elimination of the general anestheti¢ (or its 
use in very small amounts) by using analgerol 
intramuscularly or intravenously, preferably 
the latter, combined with local procaine-peni- 
cillin anesthesia and occasionally the use of 
oxy-analgerol, is discussed. Analgerol consists 
of pethidine, 0.033 Gm.; atropine, 0.00005 
Gm.; scopolamine, 0.00005 Gm., and triple- 
distilled water 1 ml. Oxy-analgerol consists of 
pethidine, 0.033 Gm.; atropine, 0.00005 Gm. ; 
scopolamine, 0.00005 Gm.; posterior pituitary 
extract deprived of vasopressor activity, 10 
international units. 

The procedure recommended when labor 
does not progress as expected is outlined. 
Some consideration is given to psychosomatic 
therapy, as well as to the effects produced by 
procaine, which, besides its action as a local 
anesthetic, seems to excite uterine contractions. 

The effects of the aforementioned analgesics 
on the mother and the newborn are studied. 
It is concluded that (a) analgerol is analgesic, 
hypnotic, antispasmodic and amnesic, and is 
oxytocie in small doses; (b) with the author’s 
procedure, anesthesia, analgesia and obstetric 
amnesia are obtained; (c) the method reduces 
the duration of labor and is safe, if the dose 
is correct, both for the mother and for the 
newborn child; (d) there was no maternal 
mortality even in 2 cases of preeclampsia and 2 
of compensated mitral stenosis; (e) there was 
no infant mortality, even among children 
whose mothers had a negative Rh factor, and 
(f) the value of this analgesic technic is to be 
considered in other types of surgery. 


RESUME 


Les médicaments obsétriques qui produisent 
Vamnésie, l’analgésie et lVanasthésie durant 
Vaccouchement sont étudiés. 

L’auteur référe 4 des publications précé- 
dentes (1947-1948). Les modifications par la 
demerol-atropine, l’oxygénation continue et le 
bloe pudental sont décrits. 

L’élimination D’anesthétiques généraux ou 
leurs emplois dans trés peu de cas en utilisant 
Vanalgerol intramusculaire ou intraveneux; 
En utilisant ce dernier mode combiné avec 
Vanesthésie locale de procaine-penicilline et 
parfois l’emploi de l’oxy-analgol est discuté. 
L’analgol est composé de pethedine, 0.033 Gr. ; 
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d’Atropine, 0,00005  Gr.;  d’Scopolamine, 
0,00005 Gr.; et d’eau tois fois distillée, 1 mL. 
Oxy-analgerol consiste de pethidine 0,033 Gr. 
atropine 0,00005 Gr., scopolamine 0,00005 Gr., 
extrait pituilaire postérieur privé d’activité 
vasopresseur, 10 unités internationales. 

La procédure recommendée quand l’ae- 
couchement est retardé est décrite. Il faut 
songer aux effets produits par la procaine qui 
n’est pas sans action comme anesthesique local 
et qui parait provaquer des contractions uté- 
rines. 

Les résultats des anesthesiques précédents 
sur la mére et sur le nouveau né sont etudiés. 
Les conclusions sont a) l’analgerol est anal- 
gésique, hypnotique, antispasmodique 
nésique et aussi oxytocique en petite dose. b) 
Avee la procédure de l’auteur, l’anesthésie et 
Vanalgésie et l’amnésie obstrique sont obtenues. 
c) La methode réduit la durée de l’accouche- 
ment et ceci, si la dose est correcte, n’est nocif 
ni pour la mére ni pour le nouveau-né. d) il 
y eut une mortalité enfantile nulle méme 
parmi les méres qui avaient un facteur Rh 
negatif. f) La valeur de cetle techique anal- 
gésique doit étre considérée pour d’autres 
proeédés chirurgicaux. 


RIASSUNTO 


Continuando la serie di precedenti pubbli- 
cazioni (1947-48), lA. passa in rassegna le 
sostanze capaci di indurre durante il parto 
amnesia, analgesia ed anestesia. Una deseri- 
zione piu’ particolareggiata viene fatta del- 
lassociazione demerol-atropina, ossigenazione 
continua e bloeco del pudendo. 

Ad un’anestesia generale puo’ essere sosti- 
tuita l’iniezione intramuscolare 0 endovenosa 
di analgerol, associata ad un’anestesia locale 
con procaina-penicillina. L’analgerol com- 
prende: petidina 0.033 em. ; atropina 0.00005 ; 
scopolamina 0.00005. Puo’ riuscire talvolta 
utile l’oxi-analgerol, il quale risponde alla 
stessa formula, ma comprende inoltre 10 u.i. 
di un estratto dell’ipofisi posteriore privo di 
effetti vasocoscrittori. 

L’A. delinea la procedura da lui seguita 
allorquando il travaglio di parto non procede 
regolarmente. Richiama l’attenzione sopra 
l’opportunita’ e le possibilita’ della terapia 
psicosomatica: analizza gli effetti della pro- 
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caina, la quale oltre un’azione anestetica locale 
sembra stimolare le contrazioni uterine. 

L’A. conelude affermando che: a) lanal- 
verol e’ un analgesico, ipnotico, antispasmo- 
dieo, amnesico ed—in piccole dosi—-oxitocico ; 
b) con la procedura da lui seguita, e’ facile 
ottenere una perfetta anestesia, analgesia ed 
amnesia; ¢) lanalgerol riduce la durata com- 
plessiva del travaglio di parto: se usato in 
dose corretta non danneggia ne’ la madre ne’ 
il bambino; d) non vi e’ stata mortalita’ ma- 
terna (compresi due casi di preeclampsia e 
due casi di stenosi mitralica compensata) ; ¢) 
anche i bambini nati da madri con fattore Rh. 
negativo non vengono affeti dall’analgerol ; 
f) Vadozione di questo tipo di analgesia po- 
trebbe essere estesa ad altri campi della chi- 
rurg@ia. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Geburtshilfliche Medikamente, die Amnesie, 
Analgesie und Anaesthesie waehrend der Ge- 
burt hervorrufen, werden erwaehnt. Es wird 
auf fruehere Veroeffentlichungen (1947 und 
1948) hingewiesen. Modifikationen mit Deme- 
rol-Atropin, ununterbrochener Sauerstoffzu- 
fuhr und Schamnervenblock werden beschrie- 
ben. 

Die Vermeidung allgemeiner Narkotika 
(oder ihre Beschraenkung auf ganz kleine 
Dosen) dureh die Anwendung von intramus- 
kulaerem oder intravenoesem Analgerol (be- 
sonders des letzteren) in Verbindung mit 
oertlicher Procain-Penicillin-Anaesthesie und 
gelegentlich unter Verwendung von Oxylanal- 
gerol wird eroertert. Analgerol besteht aus 
0.033 Pethidin, 0.00005 Atropin, 0.00005 ¢ 
Scopolamin und 1.0 ¢ dreifach destillierten 
Wassers. Oxylanalgerol besteht aus 0.033 ¢ 
Pethidin, 0.00005 g¢ Atropin, 0.00005 g¢ Scopo- 
lamin und 10 internationalen Einheiten Hypo- 
physenhinterlappenextrakts ohne Vasopressor- 
effekt. 

Das Verfahren, das bei nicht wunsehge- 
maess fortschreitender Geburt empfohlen 
wird, wird skizziert. Einige Aufmerksamkeit 
wird der psychosomatischen Behandlung ge- 
widmet und ebenso der Wirkung des Prokains, 
welches neben der lokalen Betaeubung einen 
anregenden Einfluss auf die Gebaermutter- 
kontraktionen auszuueben scheint. 

Die Wirkung der oben erwaehnten Analge- 
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tika auf Mutter und Kind werden analysiert. 
Es wird geschlossen, dass (a) Analgerol 
Schmerzlosigkeit, Schlaf, Krampfloesung und 
Amnesie hervorruft und in kleinen Dosen 
Wehen stimuliert; (b) mit dem Verfahren 
des Verfassers Anaesthesie, Analgesie und 
Amnesie des Gebaervorgangs erzielt wird; (¢) 
das Verfahren den Geburtsvorgang verkuerzt 
und bei richtiger Dosierung fuer Mutter und 
Kind unschaedlich ist ; (d) es keine Sterblich- 
keit unter den Muettern-nicht einmal in zwei 
Faellen von Praeeklampsie und zwei Faellen 
von kompensierter Mitralstenose-gab; (e) es 
keine Saeuglingssterblichkeit gab, nicht ein- 
mal unter den Neugeborenen, deren Muetter 
einen negativen Rh-Faktor aufwiesen, und 
(f) der Wert dieses Betaeubungsverfahrens 
auch auf anderen Gebieten der Chirurgie in 
Betracht gezogen werden sollte. 


RESUMEN Y CONCLUSIONES 


Se mencionan las drogas obstétricas que 
producen amnesia, analgesia y anestesia du- 
rante el parto. Se citan publicaciones ante- 
riores (1947 y 1948). Se describe la modifica- 
cién demerol-atropina, oxigenacién continua 
bloqueo pudendo. 

Se diseute la eliminacién del anestésico ge- 
neral (o su uso en cantidades muy pequenas ) 
con el uso intramuscular o intravenoso del 
analgerol, de preferencia el iltimo, combinado 
con la anestesia local procaina-penicilina. E] 
analgerol consiste de petidina 0.033 gm., atro- 
pina 0.00005 gm., escopolamina 0.00005 gm. 
y agua tridestilada 1 ml. El oxianalgerol con- 
siste de petidina 0.033 gm., atropina 0.00005 
gm., escopolamina 0.00005 gm., extracto pitui- 
tario posterior desprovisto de actividad vaso- 
presora 10 unidades internacionales. 

Se describe el procedimiento recomendado 
para el parto que no progresa en la forma 
esperada. Se hace alguna consideracién sobre 
la terapéutica psicosomatica, asi como sobre 
los efectos producidos por la procaina que, 
ademas de su accién como anestésico local, 
parece excitar las contracciones uterinas. 

Se estudian los efectos de los analgésicos 
mencionados sobre la madre y el recién nacido. 
Se concluye que: @) el analgerol es analgésico. 
hipnotico, antiespasmdédico y amnésico, siendo 
ocitécico a pequenas dosis; 6) con el proce- 
dimiento del autor se obtienen anestesia, anal- 


594 


VOL. XIV, NO. 5 


gesia y amnesia obstétricas; c) el método re- 
duce la duracién del parto y es seguro, si la 
dosis es correcta, tanto para la madre como 
para el recién nacido; d) no hubo mortalidad 
materna ni en 2 casos de preeclampsia v 2 de 
estenosis mitral compensada ; ¢) no hubo mor- 
talidad infantil ni entre ninos cuyas madres 
tenian factor Rh negativo; f) debe consi- 
derarse el valor de esta téenica analeésica en 
otros tipos de cirugia. 
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laboration of my assistant, Major Martin Gimenez 
Miranda, M.D., who has followed this procedure with 
his private patients; Dr. Mario Gonzales Ulloa, who 
is doing experimental work on the action of the 
analgesic in the field of plastic surgery; Lt. Col. Luis 
Garcia Herreros, M.D., who often uses it as a pre- 
anesthetic medication, and Majors Moises Ramos Val 
diosera and Alejandro Perez Avila, M.D., who col- 
laborated with me at the Central Military Hospital. 


Doctors in the Dark: The Post-Galenic Era 


It (medicine) fell to a great extent into the hands of the clergy. who depended 


fully as much upon prayers and relics as upon physic. . 


. . The layman. on the other 


hand, who ventured to practice was regarded with scant respect and the law required 
hard and degrading things of him. If under his bleedings and prescriptions a com- 
mon man died, he had to furnish another to his lord. If he injured a gentleman he had 
a fine to pay, while if the patient died the unfortunate doctor was placed in the hands 
of the relatives who could do with him as they chose. Possibly at that time. the mor- 
tality among physicians measured the strength of domestic affection. It did in one 
case that has been recorded: The queen of Burgundy, upon her dying bed, requested 
her husband, as a last favor. to have her attending physician executed immediately 
after her death. The bereaved husband performed the desired ceremony the next 
morning. and the spirits of the angelic queen and the inefficient physician took a 
synchronous and, it is to be hoped. peaceful flight into the unknown together. 


—Charles L. Dana 
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Study and Treatment of Spasmodic Paraplegia 
Following Pott’s Disease 


JOHN G. ZACHARAKOPOULOS, M.D. 


were included in my thesis for the 
doctorate, University of Salonika 1946, 
and the international literature, I have reached 
the conclusion that paraplegia appears re- 
peatedly : 


(): THE basis of 4 cases, reports of which 


1. In the thoracic region (on account of 

anatomie factors), as 

(a) Narrowness of the spinal canal in 
this region and especially in the 
midthoracie portion. 

(b) Anterior coneavity of the vertebral 
column. 

(c) Confinement of the abscess by a 
strong anterior ligament. 

In the lumbothoracie region 

In the lumbar region 

In the cervical region 

In the sacral region (very rarely, and, 

when it does occur, taking the form of 

flaccid paraplegia ) 

Paraplegia following Pott’s disease is attrib- 

uted to the following causes: 


1. Extradural compression of the spinal 
cord. In the majority of cases this is due to 
perimyelic edema, which develops with the 
recent intraspinal cold abscess, or to an old 
calcified intraspinal abscess. 

2. Mechanical accidents, such as retropul- 
sion of a sequestrum or backward slipping of 
an entire nucleus pulposus on an adjacent 
tuberculous process in the same area, or path- 
ologie dislocations at the site of the spinal 
disease. 

3. Simple adhesive arachnoiditis. Treat- 
ment of this form of a paraplegia is often a 
simple myelographic procedure. Under the 
weight of the lipiodol the adhesions sometimes 
break and the paraplegia disappears. The 
therapeutic role of myelography for conditions 
of this type is recognized in these forms and it 
(myelography) is performed for diagnostic 
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purposes (Cases 2 and 3 of the aforementioned 
thesis). 

4. Tuberculous pachymeningitis. This is 
very rare; I have suspected its presence at 
times during laminectomy but have not proved 
it. Sorrel has accepted it and expressed his 
ideas in a thesis (1925). Seddon and Butler 
have accepted the theory that the dura mater 
acts as a barrier by means of hyperplasia. 
Garceau and Brady in a recent publication 
have also accepted it, reporting 2 cases of 
paraplegia due to tuberculous pachymeningitis 
proved by microscopic sections. It is known 
that the dura mater has great resistance to 
tuberculosis. During laminectomy, different 
authors have found that in some cases the dura 
mater was covered with tuberculous granula- 
tion tissue which could be stripped off easily, 
leaving the underlying dura intact. I con- 
firmed this too. In one of my cases of para- 
plegia it was observed during laminectomy 
that tuberculous granulation tissue covered 
the dura mater to an extent of 10 ec., with ad- 
hesions to the ligamentum flavum, which was 
remarkably thickened. This was also proved by 
histopathologic examination. I have found no 
similar experience recorded. Paraplegia in this 
case was due to an old spondylitie process 
(eighth thoracic to first lumbar vertebra) 
which had been under conservative treatment 
in the beginning and one vear later underwent 
fusion ; for five and a half years therafter the 
patient was progressing very well, walking 
and working. Paraplegia developed suddenly, 
and five years later a new spondylitie process 
was discovered between the first, second, third, 
fourth and fifth lumbar vertebrae. For seven 
years after the establishment of paraplegia the 
patient was under conservative treatment, 
without any improvement, and after myelo- 
graphic study, which revealed stopping of the 
lipiodol at the level of the eighth and ninth 
thoracic vertebrae, laminectomy was _ per- 
formed. The results were excellent, have lasted 
for six years and still exist to date. 
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5. Thrombosis of the vertebral artery due 
to an adjacent tuberculous abscess is suspected 
by some authors; Seddon has expressed the 
opinion that it is far more common than is 
usually realized. 

6. Paraplegia may occur as a result of 
changes within the spinal cord and without 
extradural compression. These changes may 
be the result of hyperemia or may be due to 
a local toxie process (Seddon). Schmaus in 
1890 observed the development of septic edema 
produced by the bacillus of Koch, which 
causes myelitis, degeneration of the spinal 
cord and finally sclerosis of the cord. 

7. Rarely, paraplegia may be the first 
symptom of tuberculous spondylitis. I have 
read in detail the different theories that refer 
to the pathogenesis of Pott’s paraplegia, and 
I accept the theory of Stewart and Riddoch 
(Neurologic Society Conference, Paris, June 
1923), that compression of the vessels (arter- 
ies, veins, and lymphatics) of the spinal cord 
causes circulatory disturbances, notably local 
asphyxia, to which the function of the spinal 
cord reacts proportionately. 

From the clinical point of view, paraplegia 
may be classified as follows: 

1. Paraplegia of early onset, oceurring 
twelve to eighteen months after the beginning 
of Pott’s disease. In these cases, healing can 
sometimes be obtained by simple conservative 
treatment after recession of the edema or ab- 
sorption of the intraspinal abscess. 

2. Paraplegia of late onset, which is gener- 
ally due either to the presence of a calcified 
intraspinal abscess, to reactivation of a small 
tuberculous mass inside the spinal cord (But- 
ler) or to pachymeningitis. In these cases con- 
servative treatment is ineffective and laminec- 
tomy should be performed. The result, how- 
ever, is uncertain, especially when it has to 
do with anterior or lateral location of the 
intraspinal abscess (prolateral myelic), or 
with pachymeningitis, or with central lesions 
of the spinal cord. 

3. Old flaccid paraplegia with complete 
involvement of both the motor and the sensory 
pathways of the spinal cord, with urinary 
(sphineteric) complications and sloughing. 
Here the prognosis is hopeless. 

For paraplegia of early onset it is necessary 
to wait four to six months while applying con- 
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servative treatment; if there is no amelioration 
whatsoever, a myelographie study should be 
done, and if there is a stopping of the lipiodol 
laminectomy should be performed. When para- 
vertebral abscess (prolateral or lateral myelic) 
has caused the paraplegia, evacuation of the 
abscess may be done. This was proposed half 
a century ago, by means of puncture with a 
trocar through the intervertebral foramen 
(Calvé), or by costotransversectomy (Me- 
nard). These procedures often proved useless 
at that time because of the persistent sinuses 
that remained and the risk of secondary infee- 
tion that was always fatal. At present, with 
antibiotic treatment (penicillin, streptomy- 
cin), these procedures can be of great value 
in anterior decompression and consequently 
in the therapy and relief of paraplegia. It is 
important to mention that anterior decompres- 
sion by costotransversectomy never should be 
carried out without previous spinal fusion 
posteriorly over the diseased area. 

2. For paraplegia of late onset, myelo- 
graphie studies should be done immediately. 
If there is an arrest of the lipiodol, surgical 
intervention is required, because the para- 
plegia may be caused by an abscess or by a 
calcified focus lying posterior to the spinal 
cord, and the result is surprising; if the pres- 
sure factor lies anterior or lateral to the cord 
no result is expected from laminectomy. This 
is true also of pachymeningitis, degeneration 
of the cord and thrombosis of the vertebral 
artery. In case of angular flexion of the spine 
or dislocation, resection of the vertebral bodies 
and reduction can be done, with or without 
anterior or lateral transplantation of the 
spinal cord (Hyndman; J. Grafton Love). If 
there are displaced intervertebral dises or se- 
questrums, removal is the method of choice. 


SUMMARY 


The author discusses several factors that 
may account for paraplegia following Pott’s 
disease, as well as several forms in whieh 
paraplegia itself may occur. In general, he 
classifies the condition under two heads, ac- 
cording to whether the onset is early or late. 
The therapy of both types is briefly outlined. 


RESUME 


L’auteur discute différents facteurs déter- 
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minant la paraplégie dans les cas de maladie 
de Pott. Il diseute aussi différentes formes de 
paraplégie diies 4 d’autres causes. II classifie 
ces conditions sous deux rubriques, selon que 
le début est précoce ou tardif. Il explique 
briévement le traitement dans les deux types. 


RIASSUNTO 


Passa in rassegna svariate condizioni re- 
sponsabili di paraplegie successive a morbo di 
Pott. Illustra diverse forme di paraplegia, che 
classifica in due principali categorie a seconda 
di un’insorgenza precoce o tardiva. Delinea la 
terapia per queste due categorie. 


ZUSAMMENFASSUNG 


Verfasser bespricht verschiedene Faktoren, 
die fuer Laehmungen nach Wirbelsaeulen- 
karies verantwortlich sein koennen, und auch 
verschiedene Formen, in denen die Laehmung 
auftreten kann. Im allgemeinen teilter die 
Erkrankung in zwei Rubriken ein, je nach 
dem ob sie fruehzeitig oder spaet auftritt. Die 
Behandlung beider Formen ist kurz umrissen. 


RESU MEN 


El autor estudia varios factores que pueden 
explicar la paraplegia que se presenta a con- 
tinuacion de la enfermedad de Pott, asi como 
las diversas formas en las que puede presen- 
tarse la paraplegia. En general, el autor clasi- 
fica este proceso en dos tipos segtin el ecomienzo 
sea precoz o tardio. 

Se esboza brevemente la terapia de los dos 
tipos citados. 
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never be found out.—Macaulay 


another’s.—/. P. Richter 


yourself one.—Froude 


Character Is Destiny 


The measure of a man’s real character is what he would do if he knew he would 


He who attends to his greater self becomes a great man, and he who attends to 
his smaller self becomes a small man.—Mencius 


Some lives are like an ebbing tide in a harbor: the farther they go out, the 
more mud they expose.—Austin O'Malley 


A man never shows his own character so plainly as by the way he portrays 


You can mold a mannerism, but you must chisel a character.—Anonymous 


Character is a by-product; it is produced in the great manufacture of daily duty. 


Make the most of yourself, for that is all there is of you.—Emerson 


You cannot dream yourself into a character; you must hammer and _ forge 


—Woodrow Wilson 
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Phrenic Nerve Crush as an Adjunct to Vagotomy 


in the Treatment of Peptic Ulcer 


ULYSSES GRANT DAILEY, M.D., Sc.D., F.A.C.S., F.I.C.S. 
CHICAGO 


and 1945? of favorable results obtained 

in the treatment of peptic ulcer by 
cutting the vagus nerves seemed to open new 
vistas in the surgical management of that dis- 
ease. Although the effect of this procedure on 
gastric secretion has been known as far back 
as 1814, and although such noted workers as 
Latarjet, Stierlin, Weinstein, Berg, Colp and 
others had employed it clinically,* none, ap- 
parently, had been impressed with its thera- 
peutic possibilities. After several years of ex- 
perimental work, Dragstedt began a series 
of clinical observations which led to a revival 
of the operation. 

Untoward Postvagotomy Symptoms.—The 
extremely disagreeable symptoms that usually 
follow vagotomy tend to mar its therapeutic 
value. The addition of gastroenterostomy les- 
sens these effects, and the combined operation 
has met tentative acceptance, at least for duo- 
denal uleer. However, even with addition of 
the drainage procedure, the incidence of post- 
operative atony, nausea and distention is con- 
siderable. In Dragstedt’s latest summary, 9 
per cent of the patients are reported to have 
had disagreeable postoperative courses. More- 
over, there is an appreciable mortality—1.7 
per cent in the report cited.* 

Supplementary Phrenic Crush.—With a 
view to diminishing the disturbances referred 
to, the author conceived the idea of adding 
phrenic nerve crush (phrenemphraxis) to the 
operation. The conception was based on ex- 


or publications in 1943! 


From the Department of Surgery, Provident Hospital, 
Chicago, and the Department of Gastrointestinal Re- 
search, Medical Research Institute, Michael Reese Hos- 
pital, Chicago, Dr. Heinrich Necheles, Director. 

Submitted for publication May 19, 1950. 

*Previous allusions to this procedure were made in the 
author’s Fifth Annual Casassa Lecture at Harlem Hos- 
pital, N. Y., in April, 1949,* delivered as part of a 
symposium on peptic ulcer at the Annual Convention of 
the Association of Interns and Medical Students, Billings 
Memorial Hospital, Chicago, Dec. 28, 1949,5 and, more 
recently, before the Society for —e Biology 
and Medicine, Chicago, March 21, 1950.® 

+The “pincheock” action of the phrenic musculature at 
the esophageal hiatus has been discussed by Alvarez. 
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perimental observations by his pupils Nelson 
C. Jefferson and Clyde W. Phillips, working 
in the laboratory of Dr. Heinrich Necheles and 
under the latter’s direction. Jefferson and 
Phillips’ reported that in dogs, when the left 
phrenic nerve is cut simultaneously with 
vagotomy, the usual postoperative atony, gas- 
trectasia and stasis do not occur. Five patients 
with recurrent duodenal ulcers have recently 
been operated upon by myself in accordance 
with this laboratory observation. Gastroen- 
terostomy was added. All patients have had 
exceptionally smooth convalescences. These 


Fig. 1—Preoperative roentgenogram of patient (L.F ) 

with chronic duodenal ulcer, taken in December 1949, 

shortly after ingestion of barium meal. The preopera- 

tive emptying time was more than seven hours. Note 
transverse position of stomach. 
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Fig. 2.—Postoperative roentgenogram of L. F., taken 
two weeks after bilateral abdominal vagotomy, gas- 
troenterostomy and supplementary crush of the left 
phrenic nerve. This film was made less than one hour 
after ingestion of the barium meal. Note vertical posi- 
tion of stomach and evidence of prompt emptying. 
Both films were made with the patient in the recum- 
bent position. 


cases are too recent to justify further deduc- 
tions. 

Crush of the left phrenic nerve as an ac- 
companiment of bilateral vagus resection in 
clinical surgical practice has a good rationale. 
The temporary paralysis of the left side of the 
diaphragm caused by crushing its motor nerve 
adds materially to the space within the ab- 
domen required for the expanded stomach and 
permits the latter to assume a vertical posi- 
tion, favoring drainage (Figs. 1 and 2). The 
beneficial effects of phrenic interruption are 
further favored by the resulting relaxation of 
the “pincheock” mechanism at the cardia.+ 
In the cases mentioned, the phreni¢ operation 
was done in the left side of the neck. The 
technic may be carried out by the resident dur- 
ing the main operation, thus entailing no in- 
crease in the duration of anesthesia. (In 
transthoracic vagotomy the phrenic nerve may 
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be crushed as it passes along the pericardium 
within the chest. Access to the phrenic nerve 
in its thoracic course from the abdomen, al- 
though technically possible, is awkward ; hence 
this approach is not recommended. ) 

I am too fully impressed with the frequency 
of gastric dilatation following vagotomy to 
propose the discontinuance of supplementary 
gastroenterostomy on the basis of a few favor- 
able results. Probably, however, with further 
experience this omission may be contemplated 
when phreni¢ crush is added. 

Limitations of Vagotomy.—It is my custom 
to limit vagotomy to cases of chronic cicatriz- 
ing ulcer resisting medical management. I 
am inclined to employ vagotomy for early 
anastomotic ulcers, especially post gastree- 
tomy. In 1 case of chronic penetrating stomach 
uleer treated by vagus resection the patient 
died because of silent perforation and diffuse 
peritonitis. Hence, I consider vagotomy con- 
traindicated in such cases. In our clinic most 
gastric ulcers that come to operation are 
treated by subtotal gastrectomy. Acutely per- 
forated duodenal or gastric ulcers are treated 
almost routinely by resection when the patient 
is admitted within twelve hours of the ac- 
cident. 


SUMMARY 


The author describes the use of phrenic 
nerve crush as an adjunct to vagotomy, its 
rationale, its value and its indications. The 
limitations of vagotomy itself are discussed. 
The author’s use of this operation is restricted 
to the treatment of chronic cicatrizing ulcer re- 
sisting medical management. He has had 
favorable results from the combined procedure 
thus far. 

ZUSAMMENFASSUNG 

Verfasser beschreibt die Anwendung der 
Phrenikusquetschung als zusaetzliche Proze- 
dur zur Vagotomie, sowie die Theorie, den 
Wert und die Indikation der Methode. Die 
Begrenzungen der Vagotomie als soleher wer- 
den eroertert. Der Verfasser beschraenkt die 
Anwendung dieser Operation auf die Behand- 
lung des chronischen, vernarbenden Ge- 
sechwuers, das medizinischer Behandlung wi- 
dersteht. Bisher hat er mit dem kombinierten 
Verfahren guenstige Erfolge gehabt. 
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RESUME 


L’auteur décrit l'emploi de l’écrasement du 
nerf phrénique comme complément a la vago- 
tomie et la valeur de ces indications et de sa 
logique. 

Les limitations de la vagotomie sont dis- 
cuteés. L’auteur emploie cette opération seule- 
ment dans le traitement des uleéres chroniques 
cicatrisants qui ne repondent pas au traite- 
ment médical. L’emploi de ces deux procédés 
lui a donné des résultats trés satisfaisants. 


RESUMEN 


El autor describe el uso de la compresi6n 
del nervio frénico como un coadyuvante de la 
vagotomia, sus bases, su utilidad e indica- 
ciones. Se estudian las limitaciones de la 
vagotomia. E] autor limita el uso de esta ope- 
racién al tratamiento de la tileera crénica 
cicatrizante resistente al tratamiento médico, 
habiendo obtenido hasta la fecha resultados 
favorables con el procedimiento combinado. 


RIASSUNTO 


Espone le ragioni, le indicazioni, i risultati 
dello schiacciamento del nervo frenico quale 
sussidio complementare alla vagotomia. L’A. 
limita quest’operazione alle uleeri croniche 
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cieatrizzanti, ribelli alle cure mediche. I risul- 
tati migliorano se alla vagotomia viene ag- 
giunto lo schiacciamento dei nervi frenici. 
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Man and Circumstance 


Occasions do not make a man either strong or weak, but they show what he is. 


—Thomas a Kempis 


The goal of evolution is self-conquest.—Elbert Hubbard 


Circumstances are the rulers of the weak: they are but the instruments of the wise. 
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Uterotubal Studies Using Lipiodol 


JOHN C. BROUGHER, M.D., F.A.CS., F.LCS. 
VANCOUVER, WASHINGTON 


ESEARCH leading to visualization of 
the uterus and tubes by injection of an 
opaque substance was begun in January 

1914 by Dr. I. C. Rubin’ in the laboratory of 
Professor E. Wertheim in Vienna. His first in- 
jections, in which collargol was used, were 
made in the human uterus post mortem and in 
living rabbits. 

In May 1914 he presented his first paper, 
pointing out the possibilities of diagnosing 
submucous fibroids and attaining proof of 
tubal patency by the use of a radiopaque solu- 
tion. He was unaware at the time of a study 
made by Cary* in America and published in 
March 1914 on the use of collargol for testing 
the patency of the fallopian tubes. 

Rubin’ found that collargol proved unde- 
sirable for clinical purposes, since it not only 
produced peritoneal irritation but remained 
inspissated in the tubal lumen, producing an 
obstruction in previously patent tubes. Many 
other substances, such as thorium nitrate, so- 
dium bromide and certain iodide solutions, 
have also been used but discarded. Irritation 
and spasm were the disagreeable symptoms 
arising from these substances, particularly 
from sodium bromide. 

The introduction of lipiodol by Sicard and 
Forestier* as a radiopaque substance gave 
promise of an agent that would exceed in 
roentgenopacity all other chemical substances 
and at the same time be better tolerated by 
the genital tract and the peritoneum. Heuser‘ 
(1921) is given credit for being the first to use 
lipiodol to test tubal patency. Little attention 
appears to have been given roentgen study of 
the tubes until 1923, when Kennedy* advo- 
cated roentgen examination of the tubes after 
injection of sodium bromide. The use of iodized 
oil soon surpassed these other substances in 
popularity and continues to be used extensively 
today. 


From the Vancouver Clinic. 

Read before the Section on Gynecology, Seventh Inter- 
national Assembly, International College of Surgeons, 
Buenos Aires, August 1950. 

Submitted for publication Oct. 11, 1950. 
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In a review of the literature one finds the 
following dangers from oil injection: it may 
cause infection from the uterus or tubes to be 
carried into the peritoneal cavity, producing 
varying degrees of irritation, infection or even 
a pelvic abscess ;° it may produce salpingitis. 
either acute or chronic, and it may cause intra- 
vascular injection, with or without death. 
Robins and Shapira’ noted extravasation into 
the uterine musculature and intravascular in- 
jection in 18 of 1,000 cases in which they in- 
jected lipiodol. 

Roblee and Moore* reported a case of pul- 
monary embolism following a hysterographic 
procedure, with recovery. They cited 6 such 
cases recorded in the literature. in which there 
was no fatality. 

Rubin! stated that in practically all cases in 
which penetration of the contrast fluid into the 
pelvic veins was encountered, the tubes were 
at the same time found to be obstructed. In his 
whole series of cases of sterility, 159 patients 
were examined by intrauterine injection of 


Fig. 1.—Case of a patient aged 19. One full-term preg- 
nancy; 1 twin pregnancy aborted at three months; 
one placenta removed from each uterus. Lipiodol in- 

jection revealed uterus didelphys. 
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Fig. 2.—Case of a woman aged 30, married six years. 
Three miscarriages at two and one-half to three 
months; dilation and curettage after each; trans- 
fusion twice. Roentgen examination showed bicornuate 
uterus. Tubes patent and of normal size and shape. 


lipiodol. Six of these patients had signs of 
peritoneal irritation—nausea, abdominal pain 
and fever. 

Schultz’ analyzed 8,000 cases from the lit- 
erature in which lipiodol was used and noted 
27 complications, approximately 1 in 300 cases. 

Nielsen" reviewed 12,000 cases of hysterog- 
raphy in Danish hospitals and 1,100 in his own 
hospital. An inflammatory condition resulted 
in about 0.25 per cent and ended fatally in 0.1 
per cent. Recurrence of old salpingitis was the 
usual observation; only exceptionally was in- 
flammation found in previously healthy or- 
gans. He found no support for the assumption 
that iodized oil is the cause of these inflamma- 
tory complications. Formation of adhesions, 
particularly to the omentum, was noted in a 
few cases. Iodine intoxication was not ob- 
served. Contrast medium was found in the 
uterine vessels in 5 cases. Nielsen’’ concluded 
that the operation is not without risk, but that 
its immense importance in elinical gynecology 
overbalances these risks. 

Indications for hysterography are sterility ; 
functional bleeding ; postmenopausal bleeding ; 
dysmenorrhea ; fibroids ; congenital anomalies ; 
repeated abortions, and postpartum bleeding. 

The contraindieations for hysterography 
are: an active pelvie infection; a grossly dis- 
eased vagina or cervix ; uterine bleeding ; preg- 
naney, either intrauterine or extrauterine ; 
systemic illness, and cardiac or pulmonary 
disease. 

Adair'' does not use oil if the tubes are 
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normally patent with gas insufflation. How- 
ever, deaths have been reported from air em- 
bolism following insufflation. Frommolt!’ re- 
ported a death after insufflation performed in 
the presence of a hematosalpinx with mani- 
festations of pulmonary edema and collapse. 
Curtis'* mentioned 3 deaths which he attrib- 
uted to insufflation. Moench" reported 2 deaths. 
Rubin' encountered no fatal emboli in his per- 
sonal series of insufflation with carbogen. 


METHOD 


For contrast mediums I have used both 28 
per cent and 40 per cent iodine in poppyseed 
oil in this study. Rayopake was used and dis- 
continued because of increased leakage about 
the eannula and less distinet roentgen films. 
The viscosity of lipiodol causes an even dis- 
tribution of oil about the loops of the small 
bowel when the tubes are patent. 

I have used the simplest office procedure pos- 
sible. A tray is prepared containing a sterile 
bivalve speculum, a sponge forceps, a tenacu- 
lum, a cannula, a 10 ce. Luer-lok syringe, gauze 
squares and cotton balls. The oil is warmed 
before injection. The patient is instructed to 
come to the office two or three days after the 
cessation of menstruation. At this time the 
uterus and tubes are at rest ; therefore there is 
less chance of spasm in these organs during the 
procedure. A previous history, physical exami- 
nation and complete blood study, including 
sedimentation rate, must have revealed no evi- 
dence of acute or subacute pelvie infection. 

The patient is told that there will be some 
cramping, but to date I have never found it 
necessary to give any analgesic agent. She is 
placed in the lithotomy position on the roent- 
gen table, and a sterile bivalve speculum is 
slipped into the vagina. The cervix is painted 
with tincture of merthiolate. The anterior lip 
is then grasped with a single-tooth tenaculum, 
and a sound is gently introduced into the cer- 
vical canal to determine the direction and the 
pateney of the os. The cannula is then inserted 
and the syringe connected. An even, gentle 
flow of oil is directed into the uterus and tubes. 
Three to 7 ce. of oil has given diagnostic shad- 
ows with only moderate pain in most  in- 
stances. I depend upon my patient’s reaction 
to determine the amount of oil and the rate of 
administration. A film is taken as soon as the 
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oil is injected ; thirty minutes later another is 
taken. After the first film is taken the tenacu- 
lum is removed, and a piece of gauze is slipped 
into the vagina to keep the oil from getting on 
the patient’s clothes. She is instructed to re- 
move the gauze in the evening or in the morn- 
ing before returning for the twenty-four-hour 
film. This offers undeniable evidence of spill 
into the peritoneal cavity. 

Formerly I used the fluoroscope to follow 
the oil, which was introduced with a syringe 
attached to a pressure gauge. This procedure 
required more of my own time and a longer 
period of discomfort for the patient, and gave 
no more information than does the less compli- 
cated procedure described in this paper. The 
gynograph of Dr. Weismann, which I have re- 
cently acquired, not only offers a controlled 
pressure but makes it possible to obtain car- 
bogen and oil studies during one visit. Using 
the carbogen to force the oil through the tubes 
makes a twenty-four-hour film unnecessary. In 
certain instances a better visualization of en- 
dometrial growths can be demonstrated by 
serial films taken at the time abnormalities are 
seen with the fluoroscope. With the gynograph 
a minimum amount of oil is required. 


RESULTS 


I have taken 501 hysterosalpingograms. 
There have been no deaths or serious compli- 
cations; all patients had cramps of varying 
severity, but there were no signs of peritonitis 
or fever except in 2 instances, in which there 
was a recurrence of pelvic inflammatory symp- 
toms which may or may not have been caused 
by lipiodol. These 2 patients with chronic sal- 
pingitis had pelvie peritonitis requiring opera- 
tion and removal of both tubes. The pathologie 
observations consisted of bilateral pyosalpinx. 
Apparently no oil had entered the veins or the 
parametrial tissue. A few patients had minor 
abdominal symptoms with nausea, which sub- 
sided with heat and rest within twenty-four 
hours. 

Visualization of the uterine cavity and tubes 
with lipiodol has given essential evidence of 
structural and organie defects. Tubal patency, 
various types of tubal pathologic change, en- 
dometrial polyps, submucous fibroids, ade- 
nomyosis, congenital anomalies, cervical pol- 
yps, and the position of the uterus have been 
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Fig. 3.—Case of a woman aged 30, with 2 children. 
Chief complaint was excessive bleeding. Patient obese; 
diagnosis of fibroids facilitated by roentgen study. 


demonstrated. Occlusion of either the proximal 
or the fimbriated ends of the tubes may be seen. 
Hydrosalpinx, with the characteristic droplet 
formation of oil in the tubal fluid, may also be 
observed. 

Salpingitis isthmica nodosum has been seen 
and surgically verified. Tuberculous salpingitis 
has been observed at operation after roentgen 
demonstration of pathologic tubes. Tubercu- 
lous salpingitis, according to Magnusson,’® 
produces a fairly consistent roentgenogram. 
Cireumscribed, destructive changes in the tu- 
bal walls are probably pathognomonie of tu- 
bereulosis (my patient with proved tubercu- 
lous salpingitis illustrated this.) Elongation 
of a tube has been seen in the presence of an 
ovarian cyst. Cervical pathologic change has 
been demonstrated. Albert Mathieu,’® one of 
my professors of gynecology at the University 
of Oregon Medical School, emphasized its sig- 
nificance in the study of cervical pathology : 
“Such visualization of the size, shape and form 
of the cervical canal is of great importance in 
the diagnosis of dysmenorrhea, sterility and 
bleeding. We should look for obstruction, 
growths and stenosis of the cervical canal.” 

In the case of a patient with vague abdomi- 
nal pain who imagines or has been told that 
she has tubal trouble, a hysterosalpingogram 
should either confirm or disprove the diagnosis. 
For example, I cite the case of an unmarried 
girl who had coitus and three months later was 
attacked by abdominal pain, nervousness and 
a fear that when she was married she would be 
unable to bear a child. A roentgenogram of the 
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tubes after an injection of lipiodol gave evi- 
dence of a normal generative tract. Her symp- 
toms subsided, she later married and since then 
[ have delivered her of a healthy infant. 

In the differential diagnosis of the irritable 
colon, chronie appendicitis or chronic salpin- 
gitis, any of which may produce a tender ab- 
domen, I find hysterosalpingograms of great 
value. 

Patients who abort repeatedly should un- 
dergo a roentgen study of the uterus and 
tubes. One such patient, after three abortions, 
was found to have a bicornuate uterus; no 
other cause was found for her habitual mis- 
carriages. 

This is a particularly useful procedure in 
the diagnosis of uterine disease in the obese 
patient, since the size and contour of the uterus 
are otherwise difficult to outline. 

Painful coitus may be an indication for 
roentgen study of the tubes and uterus. Assur- 
ing the patient that she is normal may relieve 
her anxiety and tension and contribute to 
sexual adjustment. 

Hysterographie study may aid in the diag- 
nosis of dysmenorrhea. Even though fear or 
tension is common in this condition, the pa- 
tients should be thoroughly studied. 

The chief value of oil injections has been for 
the therapeusis of sterility. Rutherford’ has 
emphasized the value of repeated tubal in- 
sufflations of lipiodol for occluded tubes. In his 
study 71 per cent of the occluded tubes were 
opened by this procedure, and 63 per cent of 
the patients became pregnant. Hamblen" at- 
tributed 54 per cent of the pregnancies which 
occurred in his childless patients to the estab- 
lishment of tubal pateney by repeated tubal in- 
sufflations with iodized oil. The number of 
treatments required to effect patency varied 
from 1 to 15. My percentage of pregnancies 
following the successful opening of occluded 
tubes in the sterility patients reviewed was 28 
per cent. 

Gerin-Lajoie'’ of Montreal, at the First In- 
ternational Congress of Obstetrics and Gyne- 
cology (held in New York City in May 1950) 
emphasized the value of uterosalpingographiec 
study in the diagnosis of uterine bleeding. He 
used a pressure gauge and followed the oil 
under the fluoroseope. Six or seven roentgeno- 
grams were usually made. Serial films often 
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demonstrated polyps that a single film taken 
after the uterus was filled with the opaque 
medium did not reveal. The necessity for curet- 
tage was eliminated in a certain percentage of 
cases When this procedure was used. 

Dr. Claude Beclere*® of Paris, at the same 
meeting, reviewed his use of oil injections for 
patients with functional bleeding. He also 
demonstrated retained placental fragments 
with this procedure. 

Correct interpretation of the roentgeno- 
grams may be difficult. An examination of the 
patient, with observation of her reaction to the 
lipiodol injection, as well as careful study of 
the film series, aids in correct diagnosis. 

For several years I preceded the lipiodol 
studies with carbogen insufflation of the tubes, 
using the Rubin apparatus.' I could not find 
that I obtained any additional information by 
combining the two procedures. The lipiodol in- 
jection offers a reasonably accurate diagnostic 
procedure for pelvic abnormalities and a 
permanent record of the results. Three pa- 
tients consulting me for sterility had had tubal 
insufflations of carbogen previously and were 
told they had occluded tubes. I made a lipiodol 
study, and in each of them the tubes were 
patent. I feel that lipiodol is more successful 
in opening closed tubes than carbogen. As a 
rule the lipiodol in the peritoneal cavity is 
entirely absorbed in seven to ten days and 
causes no irritation. Encapsulated oil in the 
peritoneum or in closed fallopian tubes may 
remain indefinitely.'' The formation of this 
foreign body granuloma appears relatively 
rare. 


SUMMARY 


Five hundred and one hysterosalpingograms 
have been reviewed in this study. Visualization 
of the uterine cavity and tubes with lipiodol 
has given essential evidence of structural and 
organic defects. 

Tubal obstruction, uterine malformation 
and defects caused by the presence of tumors 
have been demonstrated in these studies. De- 
velopmental defects, such as bicornuate uterus 
and uterus didelphys, were observed. Salpin- 
gitis isthmica nodosum, hydrosalpinx and tu- 
berculous pyosalpinx were also seen. The cerv- 
ical pathologie picture was studied. No serious 
complications were encountered in patients 
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with normal generative tracts. Minor symp- 
toms of cramps and nausea were occasionally 
observed. None of these patients reported any 
abdominal tenderness or fever. In 2 patients 
with chroni¢ salpingitis there developed an 
acute exacerbation of symptoms requiring 
surgical intervention. 


RESUME 


Cing cents un cas d’hysterosalprogrammes 
sont passés en revue. La visualisation de la 
cavité utérine et des trompes a l’aide de lipio- 
dol nous renseignent sur les anomalies et sur 
les défauts organiques. 

L’obstruction tubaire, les malformations 
utérines et les défauts engendré par la pré- 
sence de tumeurs ont été démontrés dans cette 
étude. 

Des défauts de développement, tel que 
Vutérus bicorne et l’utérus didelphe furent ob- 
servés. La salpingite isthmique, l’hydrosalpinx 
et la pyosalpingite tuberculeuse furent aussi 
demontrées. 


RESUMEN 


Se revisan en este estudio 501 histerorént- 
genogramas. La visualizacién de la cavidad y 
trompas uterinas con lipiodol da evidencia 
esencial de los defectos estructurales vy orga- 
nicos. 

Se han demostrado en estos estudios obstrue- 
cién tubaria, malformacién uterina y defectos 
debidos a la presencia de tumores. Se han obser- 
vado defectos de desarrollo, como titero bicoine 
y utero didelfo. Asimismo salpingitis istmica 
nudosa, hidrosalpinx e hidrosalpinx tubereu- 
loso. 


RIASSUNTO 


Passa in rassegna ed analizza i risultati di 
isterosalpinografie. L’esame della cavita 
uterina e delle salpingi con lipodiol ha rivelato 
sempre con esattezza l’esistenza, 0 meno, di 
difetti di sviluppo o di processi patologici. 

Fra j difetti di sviluppo figurano uteri bicor- 
ni e didelfi: non maneano pero’ malformazioni 
di minore entita’, o deviazioni morfologiche da 
tumori. Frequenti i processi infiammatori delle 
salpingi: fra questi figurano casi di salpingite 
nodosa istmica, di idrosalpinge e di piosalpinge 
tubercolare. 


UTEROTUBAL LIPIODAL STUDIES 


BROUGHER : 


ZUSAMMENFASSUNG 


In der vorliegenden Arbeit werden 501 
Uterosalpingographien untersucht. Die Dar- 
stellung der Uterushoehle und der Tuben mit 
Lipiodol hat wesentliche Nachweise struktu- 
reller und organischer Erkrankungen  er- 
bracht. Tubenverschluesse, Missbildungen der 
Gebaermutter und durch Geschwuelste hervor- 
gerufene Veraenderungen werden mit dieser 
Methode nachgewiesen. Missbildungen wie 
zweihoernige oder doppelte Gebaermuetter 
sind beobachtet worden, ebenso Faelle von 
Salpyngitis isthmica nodosa, Hydrosalpynx 
und tuberkuloeser Pyosalpynx. Das patholo- 
gische Bild des Gebaermutterhalses ist unter- 
sucht worden. Bei Kranken mit normalen 
Gesehlechtsorganen sind keine ernsten Kom- 
plikationen vorgekommen. 
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Positional Anomalies of the Large Intestine: 
Their Clinical Significance 


WILLIAM SHEINFELD, M.D., F.I.C.S.* 


OSITIONAL anomalies of the large in- 
testine are not infrequent. Clinically they 
vary from major derangements, such as 
nonrotation of the bowel, to relatively minor 
conditions, sueh as high or low ceeum or one 
of the varieties of dolichocolon. Many anoma- 
lies encountered in adults do not cause symp- 
toms. They may be discovered in routine roent- 
gen studies, at operation or at autopsy. In 
many instances knowledge of the ‘presence or 
possibility of an intestinal positional anomaly 
is of considerable importance, as the clinical 
picture may be greatly influenced by it. Proper 
surgical therapy may also depend on an un- 
derstanding of deviations from the normal; 
an abnormally placed appendix or one of 
the various types of obstruction secondary to 
anomalies is less apt to be overlooked or mis- 
managed. 

A number of excellent papers have been pub- 
lished describing the embryologie and surgical 
aspects of anomalies of intestinal rotation.' 

A description of the common colonic anom- 
alies may also be found in these publications. 

Two cases are presented here. The first is a 
case of hindgut malposition, probably on a 
developmental basis though possibly acquired, 
complicating a cecal carcinoma. As a result 
the operation performed was necessarily more 
extensive than is ordinarily required in such 
a case. The second case is one of a left-sided 
position of the cecum and appendix, probably 
the result of a defect in the third phase of 
intestinal rotation. 


REPORT OF CASES 


Cask 1.—S.B., aged 69, an elderly obese white 
man, was admitted to the surgical service of the 
Coney Island Hospital on Sept. 6, 1947. For seven 
weeks he had been having recurrent attacks of 
colicky abdominal pain. These started in the left 
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lower quadrant of the abdomen and radiated to 
the right lower quadrant. They came on about 
every half hour, lasted three to four minutes, and 
were becoming progressively worse. Occasionally 
there was pain radiating to the right lumbar 
area. The bowel movements were regular. The ap- 
petite was good, though there was occasional 
nausea. There was a recent loss of 6 pounds (2.7 
Kg.). 

Physical examination disclosed a somewhat 
tender indefinite mass to the right of the umbilicus. 
The other observations were essentially irrelevant. 

On admission the blood pressure in millimeters 
of mereury was 110 systolic and 70 diastolic. The 
pulse rate was 70, the temperature 99.4 F. The 
blood count per cubic millimeter revealed 4,430,000 
erythrocytes and 9,800 leukocytes, with a normal 
differential count. The value for hemoglobin was 13 
Gm. per hundred cubic centimeters. Urinalysis re- 
vealed no abnormality. Chemical examination of the 
blood gave the following data: urea nitrogen, 15 
mg.; sugar, 84 mg.; cholesterol, 198 mg., and esters 
118 mg. The icterus index was 9. The total blood 
protein amounted to 6.4 Gm. The value for albumin 
was 4 Gm. and that for globulin 2.4 Gm. per 
hundred cubic centimeters. 

Roentgen examination showed the chest to be 
normal. A barium enema revealed diverticula of 
the ascending colon, a marked “redundancy of the 
sigmoid to the right” and a possible intrinsic lesion 
of the lower portion of the ceeum (Fig. 1). 

The patient was prepared for surgical inter- 
vention. On September 17 operation was_per- 
formed (W.S.), with inhalation anesthesia. The 
cecum was the seat of a large hard mass, grossly 
characteristic of carcinoma. The regional lymph 
glands were enlarged and hard. The sigmoid rose 
from the pelvis, extended to the right lower quad- 
rant of the abdomen, passed under the ceeal area 
and disappeared medially under the root of the 
small intestinal mesentery to the left side (Fig. 1). 
The loop of sigmoid in proximity to the cecum 
was intimately adherent to it, caught by extension 
of the neoplasm, and could not be separately 
identified within the mass. Afferent and efferent 
sigmoidal limbs could be made out, however. There 
were no gross distant metastases. 

A right hemicolectomy with extensive mesenteric 
resection (from the terminal ileum to the distal 
transverse colon) and resection of the attached 


q 
7 
4 
4 
j 
| 
608 
= 


VOL. XIV, NO. 5 


sigmoidal loop were performed (Fig. 2). Intes- 
tinal continuity was reestablished by an end-to- 
side ileotransverse colostomy and an end-to-end 
sigmoidal anastomosis. Both unions were performed 
by the open two-layer suture method (Fig. 3). A 
drain was placed in the right lumbar gutter through 
a stab wound, and the abdomen was closed in layers. 

The postoperative course was complicated by 
persistent hiccups and wound infection. Both 
responded to therapy, recovery ensued and the 
patient was discharged from the hospital on 
October 26. 

Case 2.—M.L., a white girl aged 17, was first 
seen at the Jamaica Medical Center and was then 
admitted to the Horace Harding Hospital on 
Sept. 24, 1948, and discharged October 1. For one 
year she had suffered from recurrent but indefinite 
abdominal pains. Examination revealed a moderate- 
sized cyst in the left side of the pelvis. No other 
abnormalities were observed. 

The temperature was 98.6 F. and the pulse rate 
80. There was a white blood cell count of 9,000 per 
cubie millimeter, with 68 per cent polymorphonu- 
clears. The urine was normal, 
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Fig. 1.—Preoperative barium enema in Case 1. “There 
is a marked redundancy of the sigmoid to the right 
and a possible intrinsic lesion of the cecum.” At opera- 
tion the sigmoid was fixed in its position under the 
cecum. The descending colon, horizontal in this in- 
stancy, runs transversely te the left in a retroperitoneal 
position and posterior to the root of the mesentery; 
reaches the left side and ascends to the splenic flexure, 
which is in its normal position. 


SHEINFELD: INTESTINAL ANOMALIES 


Fig. 2.—Portion of the specimen viewed from its pos- 

terior aspect. The probe runs through the portion of 

sigmoid adherent to the overlying cecal carcinoma. The 

ascending transverse colon and portion of resected 

ileum in the surgical specimen have been removed and 
are not seen in this photograph. 


On September 25 operation was performed 
(W.S.). An intraligamentous, thin-walled serous 
cyst the size of a large orange was enucleated from 
the left broad ligament through a midline lower 
abdominal incision. The right lower quadrant was 
then explored for the purpose of removing the 
appendix. The cecum and ascending colon were 
absent from their usual location in the right side 
of the abdomen and lacked their usual fixation to 
the posterior abdominal wall. Instead there was a 
long mesentery, apparently a common mesentery 
with the terminal small intestine by which the right 
colon was suspended. The cecum and ascending 
colon were actually located in the left lower 
quadrant of the abdomen. The appendix was lo- 
cated in this area and was removed. Recovery after 
operation was uneventful. 


COMMENT 


In considering the intestinal tract from the 
developmental aspect, it has been divided into 
three sections: foregut, midgut and hindgut. 
The foregut ends at the papilla of Vater; the 
midgut is that portion supplied by the superior 
mesenteric artery, and the hindgut starts at 
the transverse coion. Positional anomalies of 
the foregut and the hindgut are very rare, as 
the duodenum at the level of the biliary pa- 
pilla becomes a fixed and constant point and 
the hindgut is fixed by a retention band early 
in embryonic life. The midgut, however, un- 
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dergoes a complicated evolution until its final 
intra-abdominal position is definitive. Accord- 
ing to Arey,’ in 5 mm. embryos the intestinal 
loop consists of cephalic and caudal limbs 
which bend forward and connect with the 
yolk stalk. It is supported from the dorsal 
body by the mesentery. In embryos from 5 to 
9 mm. the anlage of the cecum is formed, dif- 
ferentiating the large intestine. Then, owing 
to rapid elongation, torsion, coiling and dif- 
ferentiation of the several regions, the intesti- 
nal loop rotates and the original caudal limb 
lies at the left and cranial to its cephalic limb. 
In the seventh week of fetal life it grows for- 
ward, becomes elongated and enters the um- 
bilical cord, as the abdominal cavity is too 
small for it at that time. At ten weeks the in- 
testine returns to the abdominal cavity. The 
cecum at this time already lies on the right 
side, ventral to the small intestine. The large 
intestine is continued to the left as the trans- 
verse colon. Lengthening of the colon causes 
the ceeum and the cephalic end of the colon 
to descend toward the pelvis, thus establishing 
the ascending colon in the position it occupies 
in the adult. In this manner, as a result of its 


Fig. 3.—Left, postoperative barium enema. Arrow points to site of anastomosis between ileum and distal trans- 
verse colon, Right, postoperative barium enema. Arrow points to site of sigmoid—sigmoidal end-to-end anastomo- 
sis. Note that the sigmoid occupies the same position it did in the preoperative film. 
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growth, the normal counterclockwise rotation 
of the right side of the large intestine and de- 
scent of the cecum is accomplished. 

One can therefore readily understand why 
the midgut is the site of most of the anomalies. 
The condition in Case 2 was the result of im- 
proper fixation of the ceeum in its normal 
position, due to persistence of a common 
mesentery between the terminal small intes- 
tine, the cecum and the ascending colon. As a 
result the cecum and the appendix were lo- 
cated in the left lower abdominal quadrant, 
adjacent to the pelvic colon, at the time of 
operation. This represents a minor develop- 
mental defect. Abnormally high or low ceeums 
would be placed in the same category.* 

Case 1, however, is unusual. Here we were 
dealing with malposition of the hindgut. That 
this was not an ordinary migrating sigmoid‘ 
which became attached to the carcinomatous 
cecum because of abnormal mobility can be 
seen by study of Figs. 1 and 3 and by the 
operative observations. In Fig. 1, one might 
interpret the dextraposition of the sigmoid as 
a redundancy to the right. However, post- 
operatively the barium enema revealed the 
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same course to the right; the arrow points to 
the site of the sigmoidal anastomosis, which is 
just proximal to the area where the descending 
colon becomes retroperitoneal and passes under 
the root of the small intestinal mesentery to 
reach its position at the left. In Fig. 4 two 
sketches are presented. One (a) is a diagram 
representing a migratory colon, and the other 
(b) represents the condition encountered in 
Case 1. 

Several cases similar to Case 1 were col- 
lected from the literature and cited by C. A. 
Black.® 


AND CONCLUSION 


SUMMARY 


Positional anomalies of the large intestine 
are discussed, with an appraisal of their clini- 
cal significance. Such anomalies occur most 
frequently in pediatric surgery, but they may 
also give rise to or complicate surgical prob- 
lems in the adult and even the aged. This must 
be remembered in dealing with unusual ana- 
tomic situations that may be encountered in 
operations on the abdomen. 


RESUME 


Des anomalies de la position du gros intestin 
sont diseutées et leur importance clinique 
évaluée. Ces anomalies sont plus fréquentes 
dans la chirurgie pédiatrique mais, peuvent 
aussi donner naissance ou compliquer les prob- 
lémes chirurgicaux survenant chez les adultes 
et méme chez les vieillards. Il faut se souvenir 
de ceci quand on recontre au cours d’opératiom 
abdominale certaines situations anatomiques 
infréquentes. 


RESUMEN Y CONCLUSIONES 


Se discuten anomalias de posicién del in- 
testino grueso con apreciacion de su significado 
¢clinico. Dichas anomalias ocurren mas frecuen- 
temente en cirugia pediatrica, pero pueden 
también dar origen a complicados problemas 
quirtrgicos en el adulto y aun en el anciano. 
Debe recordarse esto al tratar situaciones ana- 
témicas inusitadas que puedan encontrarse en 
operaciones abdominales. 


RIASSUNTO 


L’A. diseute ed analizza il significato clinico 
di talune anomalie di posizione del cieco e del 
colon. Queste anomalie vengono riscontrate 


INTESTINAL ANOMALIES 


SHEINFELD: 


Fig. 4:-—Simple sketches illustrating the difference be- 
tween an ordinary migratory sigmoid and the anomaly 
present in Case 1. 4, redundant colon, with pelvic loop 
to the right (Kantor*). B, anomaly; pelvic portion of 
colon to the right, posterior to the cecum, the peri- 
toneum and the mesentery of the small intestine. The 
arrow indicates the root of the mesentery. 


piw’ frequentemente nella chirurgia pedia- 
trica: ma possono ricorrere anche negli adulti 
e nei veechi, dando luogo a delicati problemi 
chirurgici. Nelle operazioni addominali_ bi- 
sogna tenere quindi presente l’eventualita’ di 
queste anomalie e sapere affrontare condizioni 
anatomiche non comuni, 0 comunque, inas- 
pettate. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Lageanomalien des Dickdarms werden be- 
sprochen und hinsiehtlich ihrer klinischen 
Bedeutung abgeschaetzt. Am haeufigsten be- 
geonet man solehen Anomalien in der Kinder- 
chirurgie, aber auch beim Erwachsenen und 
sogar beim alternden Kranken koennen sie 
chirurgische Probleme hervorrufen oder kom- 
plizieren. Dessen muss man sich bewusst sein, 
wenn man bei chirurgischen Eingriffen im 
Bauch ungewoehnlichen anatomischen Situa- 
tionen begegnet. 
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There can be no doubt that science has given us grander conceptions of the uni- 
verse than were ever dreamed of in former times. Contrast the old cosmogony with 
the revelations of modern astronomy. physics, and geology; the old conception of 
the creation of the universe in six literal days with our present conceptions of the 
immensity and eternity of natural processes; the old views of the special creation by 
a supernatural Workman of every one of a million different species of animals and 


plants, beasts of prey and their victims. parasites and pests. with the scientific view 
that animals and plants and the universe itself are the results of an immensely long 
process of evolution! 


Even in its revelations concerning man, science is giving us not only truer but 
also grander views than the old ones. There is sublimity in the conception of man as 
the climax of vast ages of evolution, as the highest and best product of this eternal 
process, as the promise of something better still to be. The evolution of man from 
lower forms of life is not degrading but inspiring. Nature and human history love 
to proclaim the fact that a humble origin does not preclude a glorious destiny. “The 
real dignity of man consists not in his origin. but in what he is and in what he may 
become.”—Edwin Grant Conklin 
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Rhinoplastic Approach to the Cleft Lip Problem 


SAMUEL SEGAL JR., M.D. 
SPRINGFIELD, MASSACHUSETTS 


AND 


JOSEPH G. GILBERT, M.D.., 
NEW YORK 


stimulate further interest in the surgical 
correction of nasal deformities associated 
with cleft lip in the adult. 

In previous attempts the primary objective 
was to close the defect in the lip, the nasal 
deformity being handled without surgical in- 
tervention. The lip was closed at the expense 
of the nose. The technic usually employed was 
wide undermining of the soft tissues beneath 
the involved ala and the adjoining cheek in 
order to obtain sufficient relaxation to bring 
the margins of the lip together. After this, a 
tension suture was used to pull the ala toward 
the midline. ‘In most eases, as a result of this 
technic, there occurred a typical nasal deform- 
ity—a flattened and downward-displaced nos- 
tril and a laterally displaced ala on the af- 
fected side. 

This postoperative difficulty was due to the 
following causes: (1) cicatricial contraction of 
the raw surface consequent to the undermin- 
ing; (2) distortion and trauma to the lower 
lateral cartilage from the tension suture; (3) 
displacement of the septum from the midline, 
also resulting from use of the tension suture, 
and (4) surgical trauma occurring in infancy, 
causing interference with growth centers.’ 

However, even without previous operations, 
a flattened nostril and a depressed nasal tip 
are characteristically associated with cleft lip. 
This may be due to arrests in growth causing 
a distorted, misplaced or undeveloped lower 
lateral cartilage ; to a deficient forward projec- 
tion of the premaxilla; or to obliquity or re- 
traction of the columella resulting from failure 
of the septum to rest in the midline or to pro- 
ject sufficiently in a caudal direction. 

Today, with newer concepts of surgical cor- 
rection of caudal (anterior) deviations of the 
septum’ and defects of the nostrils,* and ap- 
propriate measures for surgical correction of 


[ai purpose of this presentation is to 
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the lip, the nose can be improved both cos- 
metically and functionally. 

Emphasis must be laid on correct analysis 
of the causes of deformity in the particular 
case, for even with the best surgical skill a 
faulty diagnosis or a faulty analysis usually 
leads to a poor surgical result. 

Since the causes vary from case to case. 
there is no single procedure. Each surgeon will 
modify the suggested technics. Any operation, 
however, must be performed with the least 
possible amount of trauma to tissue, bone, 
cartilage and blood vessels. 

The operative procedures fall into two 
stages: (17) correction of the nasal defect and 
(2) reconstruction of the lip. 

Stage 1.—In most cases I have found it nee- 
essary to perform a rhinoplasty prior to cor- 
rection of the cleft lip. Primary intercartila- 
vinous incisions are difficult to make, particu- 
larly through a distorted naris. Incision is 
made easier by severing the distorted ala at 
the alafacial groove. Further reference to the 
rhinoplasty will not be made here. 

The rhinoplasty having been completed, the 
uninvolved ala is severed at the alafacial 
eroove, and the shortened columella is severed 
from its attachment to the lip by making 
an elephant-trunk incision. Recently I have 
changed the technic, carrying the original 
transfixion incision downward and laterally 
on either side of the columella onto the floor 
of the nose, to meet the previous alafacial 
incision. This helps to convert the lip into a 
mobile flap and permits one with proper sutur- 
ing, to lengthen the columella at its base 
at the expense of the lip. Parenthetically, this 
reverses the situation so that now the colu- 
mella obtains that which was taken from it and 
incorporated into the lip in previous attempts 
to repair the cleft. 

Through the floor incisions the lip is raised 
from its premaxillary attachment. (Care must 
be taken during this separation not to per- 
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forate the mucosa on the undersurface of the 
lip.) Through this premaxillary incision a 
pocket is made in the lip, and a flat piece of 
septal cartilage is placed therein. This serves 
to give the lip both firmness and projection. 

In most instances a pocket is made in the 
depressed ala and a thin, flat piece of septal 
cartilage is inserted into this pocket in order 
to give the ala rigidity and form. In a similar 
manner a pocket is made in the columella, and 
a “batten” is inserted and sutured into place 
to help maintain the rigidity of the columella 
and also to give more projection and rigidity 
to the tip of the lobule. With this columella 
batten serving as a prop and as an axis of 
rotation, the whole tip can be rotated manually 
and placed in the midline. The columella is 
then sutured to the membranous septum. 

Stage 2.—If the lip procedure is not likely 
to consume too much time, the second stage can 
be carried out at the same operation. 

On the depressed side there is usually hyper- 
trophy of the vermilion border, compensating 
for a deficiency of skin at the site of the cleft 
in the form of an ectropion of the lip. 

An outline of the wedge of vermilion border 
and sear of the lip to be removed is made with 
methylene blue. This area is infiltrated with a 
local anesthetic and the wedges are removed. 

In the event that the cleft sear that was re- 
moved involved the full thickness of the lip, 
the opposing margins are brought together in 
the following manner: A few black silk sutures 
are passed through the labial mucous mem- 
brane and left untied; several atraumatic 
chromie sutures are passed through the mar- 
gins of the orbicularis oris muscle and tied; 
atraumatie black silk sutures approximate the 
skin edges and are tied, after which one ties 
the mucous membrane sutures. (However, it is 
seldom necessary to include the orbicularis oris 
musele when removing the wedge from the 
cleft.) In the more superficially placed scars 
of the cleft, which are the most common, it is 
only necessary to trim the skin margins and 
approximate them with atraumatie silk sutures. 
After this stage the wedges are removed from 
the vermilion border and it is then reattached 
to both cutaneous margins with atraumatic 
silk sutures. 

The ala on the uninvolved side may be 
shortened at this time to equal the length of 
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the opposite ala. Both alae are now reattached 
to the cheek. 

If the elephant-trunk procedure was used, 
the free end of the trunk is reattached to the 
lip in the midline. 

RESU MEN 

Se ofrece un acceso quirtirgico rinoplastico 
para la correecién de deformidades nasales 
asociadas con labio leporino en el adulto. 

Se trata de corregir la deformidad nasal y 
entonces reeconstruir el labio, de tal manera 
que se obtenga la mayor funcidn fisiol6gica 
posible. 

ZUSAM MENFASSUNG 


Es wird ein rhinoplastisches chirurgisches 
Verfahren zum Ausgleich von mit Hasen- 
scharte einhergehenden Nasendeformierungen 
beim Erwachsenen vorgeschlagen. 

Die Idee ist, die Formveraenderung in der 
Nase zu verbessern und dann die Lippe so 
wiederherzustellen, dass eine moeglichst phys- 
iologiseche Funktion erreicht wird. 


SOM MAIRE 


L’auteur déerit un approche chirurgical 
rhinoplastique pour la correction chez les 
adultes des difformités nasales associées a un 
bee de liévre. 

L’objectif est de corriger la difformité dans 
le nez et de construire la lévre de facon a 
obtenir la meilleure fonetion physiologique 
possible. 


RIASSUNTO 


L’A. deserive un nuovo procedimento di 
rinoplastica per le ‘leformazioni del naso 
associate (negli adwmii) a labbro leporino. 
L’obbiettivo dell’operazione e’ quello di cor- 
reggere dapprima la deformazione del naso: 
di risostruire in seguito il labbro in modo tale 
da ottenere la migliore funzione possibile. 
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A New Suction Curet for Use in Endometrial Biopsies 


WERNER STEINBERG, M.D., A.I.C.S. 
LINDEN, NEW JERSEY 


N 1935, Novak’ conceived the idea of doing 
routine endometrial biopsies in the study 
of female sterility. He designed a suction 

curet which enabled the gynecologist in a sim- 
ple office procedure to observe the periodic 
changes of the endometrium. This method and 
his instrument have found almost universal 
acceptance; however, having employed No- 
vak’s instrument for many years, I have found 
some disadvantages which I felt would bear 
correction. First, the handle did not seem to 
fit snugly enough into the rubber tubing, so 
that aspiration could be effected only by firm 
compression of the rubber tube. Second, the 
sharp, backward-directed teeth of the curet 
often caused the patient a considerable amount 
of pain. 

Therefore, it was thought advantageous to 
build a suction curet (Fig. 1) based upon the 
idea of the old Sims type. A very small curet. 
34, inch (about 0.6 em.) at the largest diam- 


eter, is connected to a hollow, semiflexible 
metal tube; this is connected with a hollow 
handle ending in an adapter suited to fit the 
suction hose of a Sklar suction machine. The 
end of the curet near the convex curve is 
closed off, thus forming a little basket in which 
the endometrial scrapings can be collected. 
The tip of the curet is small enough to be 
passed even through a nulliparous cervix with- 
out undue pain; in case of cervical stenosis, a 
Hank’s uterine dilator, size 8 and 9, may be 
introduced prior to the curettage to dilate the 
cervix sufficiently for passing the instrument. 
Flexibility of the metal tube allows adjustment 
of the stem to an anteflexed or retroflexed 
uterus. Enough endometria! scrapings can be 
obtained with this curet to afford the patholo- 
vist sufficient material to make his diagnosis. 
Procedure. — The cervix is thoroughly 
cleaned with tincture of merthiolate, and a 2 
per cent solution of pontocaine is topically 


Fig. 1.—Suetion curet, basically a modification of the Sims type euret (see text). 
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applied to the anterior lip of the cervix, as 
well as to the cervical canal. The anterior lip 
is then grasped with a tenaculum forceps, and 
the curet is introduced into the uterine cavity. 
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Fig. 2.—Tip of suction curet (see text). 


Three strokes are given to the anterior wall of 
the uterus, after which the curet is removed 
and flushed through with a 10 per cent solution 
of formaldehyde. Then it is reintroduced; 
three strokes are given to the posterior wall, 
and it is rinsed through again. 

The instrument is recommended only for 
routine study of the endometrium in cases of 
sterility or endocrine dyserasias. It is not in- 
tended to replace a diagnostic dilatation and 
curettement in the search for malignant tu- 
mors of the uterus. 
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SUMMARY 
A new suction curet is presented and de- 


scribed for office use in endometrial biopsies. 


RESUME 
L’auteur présente une curette aspiratrice et 


décrit son emploi dans le bureau pour les 


biopsies endométriales. 


RESUMEN 
Se presenta vy deseriba una nueva cucharilla 


de suecién para efectuar biopsias del endo- 


metrio en el consultorio. 


ZUSAM MENFASSUNG 
Es wird eine neue Saugkuerette eingefuehrt 
und beschrieben, die fuer Probeexzisionen des 
Endometriums in der Sprechstunde Verwen- 
dung findet. 
RIASSUNTO 
Deserive un nuovo tipo di cucchiaio per as- 
pirazione dell’endometrio, adatto per biopsie 
ambulatorie. 
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trust too little—Crane 


On Trust 


It is an excellent means of gaining the hearts of others to submit and trust in them. 


To be trusted is a greater compliment than to be loved.—Herbert 
He who mistrusts most should be trusted least —Theognis 


You may be deceived if you trust too much, but you will live in torment if you 


—Montaigne 
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Editorial 


Joint Enterprise: III. The Proof 


The final point of contact between editor 
and author with regard to any particular 
manuscript is reached when the postman de- 
livers the galley proofs to the author. It some- 
times involves a good deal of tension for both. 
The editor, having done his best for the manu- 
script, awaits the author’s pleasure as to the 
result. The author, welcoming back his liter- 
ary offspring in this altered form, is naturally 
concerned as to what changes, if any, have 
been made, and rightly claims the privilege of 
correction. This, of course, is freely conceded 
by the editor; if it were not, no galley proofs 
would be sent. 

When misunderstandings arise, they are 
usually the result of a too elastic definition of 
the word “correction.” As used in the editorial 
sense, this does not include expansion of the 
material as an afterthought, nor does it in- 
clude additions, however excellent. It does 
not inelude purely stylistic changes, for these 
matters are and must be arranged according 
to the established style of the publication for 
which the article is intended. Most authors 
of any experience realize this and are aware 
that no eriticism of the original style is im- 
plied by any such necessary alteration. 

What, then, does “correction” of a proof 
include? Two things and two things only: 
amendment of typographical errors that have 
escaped the proofreader, and correction of 
passages in which the editor, mistaking the 
author’s meaning, has altered or distorted the 
passage in question. 

In a publication of quality both are infre- 
quent. The average proof from a good journal, 
especially a good scientific journal, is fit to 
appear in print without alteration; yet only 
an occasional proof is returned without 
changes. The author has forgotten one of his 
degrees and has added it to the proof; or he 
has failed to submit legends with his illustra- 
tions and does not like those which have been 
supplied; or he thinks of a better way to ex- 


press certain comments, and makes deletions 
and substitutions ranging all the way from 
syllables to sections. Or he inserts an asterisk 
and a footnote, or decides belatedly that an 
acknowledgement is due to some one who has 
been of assistance to him. Or he has data to 
add by the time the proof reaches him ; some- 
times he even submits an additional illustra- 
tion. Since in most cases the arrival of galley 
proofs indicates almost immediate publication, 
it is obvious that some complicated problems 
will confront the editor simultaneously with 
the deadline. 

These problems are expensive in both time 
and money. The editor must put up with the 
waste of time ; editorial work is a good deal like 
walking a tightrope, and this is to be expected. 
But the editor cannot justly ask the publiea- 
tion he serves to bear the financial expense. 
Nor ean the author justly expect that it will. 
since the cost in nine cases out of ten is due to 
omissions from the original manuscript, 
which at the time of writing could have been 
inserted at no cost to anybody. 

Printing is highly skilled labor and com- 
mands a high rate of payment, which increases 
in proportion to the stage at which the process 
must be interrupted for corrections. For ex- 
ample, a last-minute change written or wired 
to the Editorial Office after the author has 
returned his galley proofs must be made, if 
at all, on the page proofs—at double the cost 
of the same change made on galleys. 

“But I made only a very few minor 
changes,” an author may say. “They couldn't 
have cost much, surely.” To which the editor 
mumbles in his beard, “That’s what you think, 
my friend!” Let it be known once for all, 
then, that changing one small word in a para- 
graph may necessitate resetting the paragraph 
from beginning to end. Supposing that one 
such “minor change” is made in each para- 
graph, in such a position as to require reset- 
ting, what is the result? Virtually the whole 
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article must be reset, thus doubling the orig- 
inal charge. 

If additions are made, or if substitutions 
are either shorter or longer than the original, 
more typesetting must be paid for. The editor, 
who while waiting for the return of the galleys 
has probably begun “dummying up” the issue, 
may be forced to tear his patient work apart 
again and again in order to allow space for the 
additional material. If, as a result, the issue 
does not appear in time, he takes—and expects 
to take—the blame. But he should not be ex- 
pected (though he often is) to take the blame 
for the additional expense. 

Obviously a journal that publishes from 
twelve to twenty contributed articles each 
month will have a stupendous bill for altera- 
tions if it assumes this responsibility. The cost 
of publication, at best, is high. No journal ean 
hope to maintain its proper standards under 
the perpetually mounting hazards of avoid- 
able expense. 

Now it is anything but pleasant to insist 
upon an author’s paying for his alterations. 
This Journal, for one, would infinitely prefer 
to reach such an understanding with | its 
authors as to make this rule unnecessary. We 
have faith to believe that it can be done, and 
we herewith submit a modest decalogue for 
the purpose : 

1. Avoid typographical errors and editorial 
mistakes by self-revision in advance. When the 
first draft of an article is finished, edit it your- 
self for clarity, good organization and com- 
pleteness; then have your secretary make a 
clean copy in which your corrections appear 
as part of the original. 

2. Never submit any material single-spaced 
—not even case reports. 

3. Never paste your illustrations on the 
text pages. 

4. Never submit an illustration without an 
accompanying legend. 

5. Cheek beforehand on the inelusion or 
omission of all personal material, such as de- 
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grees, positions held (if you wish them in- 
cluded), acknowledgements, footnotes, ete. 

6. If you use a list of bibliographic refer- 
ences, make each reference complete. A com- 
plete reference to an article includes the 
author’s name and initials (and those of all 
collaborators if it is a joint work), the title 
of the article, the title of the journal in which 
it appeared, the volume number, the page 
number and the year of publication. A com- 
plete reference to a book includes the name 
and initials of the author (or authors), the 
book’s title, the city in which it was published, 
the publisher’s name and the year of publica- 
tion. If it is not a first edition, the ordinal 
number of the edition should also be given. 

7. Take time for a final checkup on all 
these details before submitting the manu- 
script. 

8. Take time in advance to determine 
whether it is likely you will wish to add any- 
thing. If it is, either hold the paper until the 
material is ready or prepare another paper 
in the nature of a sequel. 

9. Check up for balance between the num- 
ber of illustrations and the length of the 
article. If the article is a short one, weed out 
the surplus pictures. 

10. When the proofs arrive, read them for 
typographical errors and editorial mistakes 
only. The time for self-criticism has passed 
so far as this article is concerned. Be as critical 
of yourself as you like—on the next one! 

We do not consider any of these requests 
unreasonable. Indeed, all of them are in 
the author’s own interest, assuring him 
of satisfaction with the way his material is 
handled. If to the listed virtues he will but 
add the supreme virtue of punctuality, and 
see to it that the galley proofs, sealed with his 
approval, are returned to the Editorial Office 
by the next post, he will not only contribute 
materially to the continuing success of the 
Journal but assure himself of far greater ef- 
fectiveness as a writer.—M. T. 


The stone that critics hurl with harsh intent 


A man may use to build his monument. 


—Guiterman 
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New Horizons 
By the Editor 


Major Works and Minor Critics 


“Tt is much easier,” said the shrewd and 
worldly-wise Benjamin Disraeli, “to be critical 
than to be correct.” It is so much easier, in 
fact, that the adoption of criticism as either 
a profession or an avocation has become popu- 
lar to a greater extent than ever before. Crit- 
icism has become, in fact, a lively field of pub- 
lic expression distinguished chiefly by its lack 
of distinetion ; it is about the only such field 
in which a writer with no qualifications can 
hope to pass himself off as a literary person. 
In the popular press the imposture is often 
successful. In the field of science it is merely 
ludicrous. 

Medical and surgical publications are read 
almost exclusively by professional physicians 
and surgeons. What modern doctor is una- 
ware of the psychic basis of these absurd per- 
formances? What doctor, modern or ancient, 
is unacquainted with the unparalleled capac- 
ity of the human being for self-deception? 
What doctor does not know—perhaps even 
from his own youthful experience, for doctors 
are human too—the windy temporary elation, 
the sense of self-importance, that follows ex- 
alting oneself at another’s expense? 

The doctor, therefore—and most reviews of 
medical works are written by doctors—who 
either condemns an honest work wholesale or 
damns it with faint praise accomplishes noth- 
ing but what is vulgarly known as a dead give- 
away so far as his quality and his motives are 
coneerned. Every scientist and every intelli- 
gent layman who reads his review will come 
to one of three conclusions: (a) he is an in- 
flated, overambitious youth, still noticeably 
moist behind the ears; (b) he is a professional 
failure, with no achievements worth mention- 
ing to caress his ego, or (c) he is that abomina- 
tion of abominations, a dog in the manger; a 
man who, ostensibly dedicated to the destrue- 
tion of disease, is himself disease-ridden with 
jealousy. Few of us are so weak in diagnostic 
acumen as to overlook the symptoms. 

Most certainly there is a place for adverse 
criticism, and when it is justified no sensible 


author will take it amiss. All of us, at one time 
or another, have been helped by criticism, and 
most of us are generous enough to acknowl- 
edge it. But in every such instance the criti- 
cism was made by someone who spoke from 
authoritative knowledge, and in almost every 
such instance it was made in a kindly spirit. 

The immature, hostile-minded or exhibition- 
istic critic can be detected instantly by several 
unmistakable signs. If he is immature, his re- 
view is patronizing; he will scatter a few gra- 
cious words here and there, as if in kindness to 
soften the effect of his blast(!). If he is hos- 
tile-minded, sarcasm will creep in somewhere. 
If he is merely exhibitionistic, the chances are 
he has not even read the book; his review will 
be entirely superficial, carelessly written and 
filled throughout with implied self-glorifica- 
tion. It will deal lavishly in generalizations. 
most of them so well known as to be boring; 
for example, the long-familiar statement that 
in this age of specialization there is no place 
for a work dealing with medicine or surgery 
in general. All thoughtful men know, and 
many of the most distinguished are now 
openly saying, that specialization can be car- 
ried too far; that it is in great danger of 
being carried too far today ; and that nothing 
but harm can result from losing sight of ther- 
apy as a whole. 

This is but one of a number of stupid and 
dangerous generalizations: A book is “out of 
date” if it includes, even as a matter of his- 
torical interest, a picture or a description of a 
procedure not now in general use; a book 
“contains nothing new” if it does not arbi- 
trarily throw overboard everything that has 
been accomplished in the past; a book is “use- 
less” if it is too carefully detailed for absorp- 
tion between dinner and bedtime. The list 
might be continued ad infinitum, but this 
would be profitless. We are bidden by the 
Seriptures to “suffer fools gladly”; and it is 
pleasant to know that this particular sort of 
foolishness is not likely to make much impres- 
sion on scientific men. 
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UNITED STATES CHAPTER 

Dr. Arnold S. Jackson, Secretary of the United 
States Chapter, International College of Surgeons, 
reports that the Fifteenth Annual Assembly of the 
Chapter, held at Cleveland, Ohio, October 31 
through November 3, was in many ways the most 
successful meeting in the history of the College. 
Over 2,000 surgeons listened to a splendid pro- 
gram, presented by 86 surgeons from the United 
States, Canada, Italy, Brazil, Argentina and other 
countries. 

The spacious facilities of the Cleveland Public 
Auditorium not only made it possible to present 
an uninterrupted General Assembly program but 
provided ample space for the Urologic, Orthopedic 
and Eye, Ear, Nose and Throat Sections. In addi- 
tion to these, and through the courtesy of Smith, 
Kline and French Laboratories, a fine daily Tele- 
vision Program in color was presented by the 
surgical staff of St. Vineent’s Charity Hospital. 
This feature proved extremely popular. Television 
is becoming generally recognized as an essential 
part of the teaching program of every important 
medical meeting. 

The Motion Picture Program, under the direction 
of Dr. Philip Thorek of Chicago, was equally well 
attended and proved to be the most instructive and 
interesting cinema program ever presented by the 
College. 

The Technical Exhibits, under the able direction 
of Mr. William J. Burns, attracted wide interest 
and contributed to the success of the meeting. 

The city itself played no small part in the ocea- 
sion, and the College received splendid cooperation 
from Cleveland hospitals and surgeons, the 
Cleveland Academy of Medicine and the Western 
Reserve University Medical School. The faculty 
of the latter ably assisted in presentation of the 
hasie scientific subjects in the Gastric and Thyroid 
Symposiums. In addition to his fine presentation 
before the General Assembly, Dr. Herbert Wright, 
President of the Cleveland Academy of Medicine, 
contributed toward the success of the Television 
Program. Other Cleveland surgeons who took an 
important part in the scientific program were Dr. 
George Crile, Jr., of the Crile Clinic, who discussed 
“The Present Status of the Treatment of Hyper- 
thyroidism,” and Dr. Claude S. Beck, Professor of 
Neurosurgery, Western Reserve University, who 
discussed “The Surgical Treatment of Coronary 
Disease.” 

Dr. Hudson D. Fowler, Chairman of Local Ar- 
rangements; Dr. Thomas S. Gerspacher, Television 
Program Chairman, and Mrs. Hudson D. Fowler, 


Chapter News 


Chairman of the Ladies’ Entertainment Committee, 
all deserve the thanks of the College for the 
splendid effort they and their Cleveland committees 
exerted to make the meeting a success. Dr. George 
M. Curtis of Columbus, General Chairman of the 
Assembly, and Mrs. Curtis, Honorary Chairman 
ot the Ladies’ Entertainment Committee, also made 
valuable contributions to the success of the meeting. 

It is impossible in this brief space to cover the 
many interesting features aside from the General 
Assembly Program, which held the large audiences 
in close attention from the opening session through 
the last paper of the day. The symposiums and 
panel discussions, bringing together leaders in a 
number of fields, were popular as usual. 

The Annual Banquet, held at the Statler Hotel 
on Thursday evening, was attended by over 1,000 
dinner guests, who listened to a splendid lecture 
by Dr. Frank Lahey on “Some Recent Develop- 
ments in Surgery.” Hearty appreciation is due 
Dr. and Mrs. Chester W. Trowbridge for the ex- 
cellent manner in which they conducted the banquet. 

Undoubtedly the most important session of the 
week for the 702 candidates for membership in the 
College was the Convocation on Friday evening. 
This was a spectacle that will long be remembered. 
Under the supervision of Drs. Francis D. Wolfe 
and Ernest F. Purcell and their committees, it was 
one of the finest Convocations in the history of 
the College. The speaker of the evening was Dr. 
Elmer D. Henderson, President of the American 
Medical Association, whose address, “The Impor- 
tance of International Cooperation in Surgery,” 
made a deep and lasting impression on_ his 
audience. The installation of the new officers and 
the induction of the new Fellows, Associate Fel- 
lows, and Honorary Fellows was an impressive and 
colorful rite. 

Dr. Custis Lee Hall, who has so long and so 
ably directed the United States Chapter, was suc- 
ceeded by Dr. Henry Meyerding as President. Dr. 
William R. Lovelace was installed as President- 
Elect; Dr. Oscar B. Nugent as Treasurer; Dr. Ches- 
ter W. Trowbridge and Dr. Clement L. Martin as 
Assistant-Treasurers; and Dr. Arnold S. Jackson 
as Secretary. A number of degrees were conferred 
at this session. 

At the meeting of the House of Delegates, after 
the election of officers, many important matters 
were discussed, including plans for the 1951 and 
1952 Assemblies. The Secretary reported that con- 
tracts had been signed to hold the 1951 Assembly 
at the Palmer House, Chicago, the second week of 
September. The 1952 Assembly will be held at the 
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San Francisco Auditorium the third week in 
October. Dr. Max Thorek announced that Dr. Karl 
Meyer, Dr. Raymond MeNealy and himself, all of 
Chicago, will act as Co-Chairmen of the Chicago 
Assembly, as they did in 1947. 

There was considerable discussion regarding the 
development of Surgical Sections of the College 
in every state, such as those already organized in 
California, Florida, New York, Michigan, Ken- 
tucky, Wisconsin, Colorado, Wyoming, Alabama, 
and other states. The officers stressed the value of 
establishing a strong Surgical Section within each 
state and of organizing an effective Credentials 
Committee. By combining several strong state or- 
ganizations effective district programs can be de- 
veloped, and plans are now being made to hold 
such meetings in 1951. 


Alabama Surgical Section: An outstandingly 
excellent meeting of the Alabama Surgical Section 
of the College was held at Tuscaloosa on Thursday, 
October 12, attended by about 500 surgeons. 

Dr. Jesse U. Reaves, of Mobile, is President of 
the Section, and Dr. J. O. Morgan, of Gadsden, is 
the Regent. The following speakers and topies ap- 
peared on the program: 

Dr. Herbert Acuff, Knoxville: The Present Level 
of Peptic Ulcer Surgery 

Dr. Temple Ainsworth, Jackson, Miss.: Surgical 
Injuries of the Ureter 

Dr. Louis River, Oak Park, Ill.: Diagnosis of 
Carcinoma of the Breast 

Dr. Max Thorek, Chicago, Impending Death 
Under Anesthesia 

Dr. Curtis J. Lund, New Orleans, Management 
of Post-Menopausal Bleeding Due to Benign 
Lesions 

Dr. Harwell Wilson, Memphis: Surgical Stric- 
ture of the Common Bile Duct 

Dr. Austin D. Moore, Columbia, South Carolina: 
The Low Back Problem 

Dr. Curtis Lund: Critical Points in the Manage- 
ment of the Ruptured Uterus 

Dr. Tinsley R. Harrison, Birmingham: Cardio- 
rascular Surgery as Seen by the Internist 

Dr. W. P. Babcock, Philadelphia: Surgical Office 
Diagnosis and Practice 

Dr. T. C. Davison, Atlanta: Hyperthyroidism. 

Dr. Gilbert F. Douglas of Birmingham, Chair- 
man of the Board of Regents of the United States 
Chapter of the International College of Surgeons, 
presided at the banquet. Dr. Max Thorek, of Chi- 
cago, spoke on the growth of the College and its 
objectives. Dr. J. M. Gallabe, President of the 
University of Alabama, introduced the speaker 
of the evening, Mr. Lister Hill, Senior Senator 
from Alabama, who delivered an outstanding ora- 
tion voicing his disapproval of socialized medicine. 
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Southern California Surgical Section: The 
Third Quarterly Meeting of the Southern Cali- 
fornia Section was combined with the Second An- 
nual Clinic Day Program on September 13. After 
the meeting, which began at 9 a.m. and ended at 
5:30 p.m., the members reassembled for a social 
hour and dinner at the University Club of Los 
Angeles. 

Approximately 150 surgeons attended the pro- 
gram, at which Dr. James J. Morrow, Chairman, 
presided. Drs. Finis G. Cooper of Huntington 
Park; Elmer Belt, of Los Angeles; Hugo M. Ker- 
sten, of Hollywood; Clarence H. Albaugh, of Los 
Angeles, and Robert G. Major, of Los Angeles, 
each gave a brief but extremely interesting account 
of their trip to the Seventh International Assembly 
in Buenos Aires. They were all enthusiastic about 
the meeting and the finesse with which all arrange- 
ments had been made. 

Dr. James J. Morrow presented the guest 
speaker of the evening, Dr. Robertson Ward of 
San Francisco, Assistant Clinical Professor of Sur- 
gery of the University of California Medical 
School. Dr. Ward’s subject was “Malignant Dis- 
ease of the Thyroid Gland,” and his address con- 
stituted a new and interesting approach to various 
aspects of malignant thyroid disease. His presenta- 
tion of the experimental and therapeutic approach 
to the problem with radioactive substances held 
the close attention of the audience. It was evident 
from Dr. Ward's talk that under more active and 
aggressive treatment, malignant tumors of the 
thyroid gland need not be deemed entirely hope- 
less. 

Dr. Floyd R. Parks spoke on the Clinie Day 
Program on “Hernia Repair with Cotton.” Drs. 
Salvador Castanares and Dr. William B. McGee, 
as well as Dr. Roderick M. Neale presented papers ; 
the latter spoke on “The Value of Excision Biopsy 
in Breast Tumors.” Dr. Rafe C. Chaffin’s paper, 
“Subtotal Versus Total Hysterectomies.” was pro- 
vocative and brought forth considerable comment 
and discussion. Dr. Emmet A. Pearson’s address, 
“The Effect of Pregnancy on Otosclerosis,” intro- 
duced a new and interesting subject and was dis- 
cussed by an outstanding otologist, Dr. Howard 
P. House. 

All Secretaries of the Los Angeles County Medi- 
cal Association were invited to this luncheon, and 
the arrangement proved to be an excellent idea. 

At the afternoon session, presided over by Dr. 
Joseph de los Reyes, a symposium on ‘Tntestinal 
Obstruction” was held. The speakers were Dr. 
James J. Morrow of North Hollywood, who pre- 
sented some interesting experimental studies on 
the distended bowel; Dr. Buell H. Sprague of 
Hollywood, who discussed “Sleeve Anastamosis 
of the Small Bowel as an Emergency”; and Dr. 
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Malcolm C. Todd, Long Beach, who spoke on “Dif- 
ferential Diagnosis of Acute Bowel Obstruction.” 
The guest speaker, Dr. Robertson Ward, then re- 
viewed the methods and apparatus used, with em- 
phasis on the various types of tubal decompression. 

At the midafternoon session, presided over by 
Dr. John D. Ball of Santa Ana, Dr. G. Arnold 
Stevens gave an excellent paper, “Surgical Treat- 
ment of Duodenal Ulcer.” Dr. H. Mark Young 
presented “Problems in Colon Surgery,” with new 
data on parasitic infestations. The address of Dr. 
John K. Coker, of Bakersfield, was “Intramedul- 
lary Nailing of Fractures of Long Bones,” with 
approximately 50 illustrative instances. Dr. Alfred 
E. Gallant of Los Angeles described a new hip 
nail. Dr. Packard Thurber, Jr., presented a highly 
educational paper on the evaluation of industrial 
disability. 

Dr. Louis Reagen of the County Medical Asso- 
ciation suggested to the members of the Section 
that all the papers of the day be assembled for 
publication and that the Annals of Western Medi- 
cine should put out a special edition to include 
them. The matter has been taken under advisement. 


Georgia Surgical Section: This section of the 
United States Chapter will hold an Assembly at the 
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Prof. Carlos Gama, President of the Brazilian Chapter, addressing the meeting. 
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Biltmore Hotel in Atlanta, on January 11 to 13 
inclusive, 1951. Requests for reservations should 
be made direct to the hotel. 


BRAZILIAN CHAPTER 


The Surgical Section of North Parana was offi- 
cially organized on September 9, at a meeting held 
in the hall of the Chamber of Commerce Building 
of Londrina. The guest of honor was Senator 
Arthur Santos. 

Prof. Carlos Gama, President of the Brazilian 
Chapter, presided at the meeting and, in his ad- 
dress, pointed out the fact that the Surgical See- 
tion of North Parana was being organized because 
of the constant growth of the Brazilian Chapter. 

The officers of the Surgical Section, Dr. Jonas de 
Faria Castro Filho, President, Dr. Caio de Moura 
Rangel, Vice-President, and Dr. Waldemar Vicente 
Palazzo, Secretary-Treasurer, were introduced and 
installed. 

At the Convocation ceremonies the following new 
members’ were inducted into the College : 

Dr. Jonas de Faria Castro Filho 

Dr. Moaevr Camargo Martins 
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Dr. Caio de Moura Rangel 

Dr. Anisio Figueiredo 

Dr. Ricardo Edgar Skowronek 

Dr. Otavio Genta 

Dr. Waldemar Francisco Vicente Pallazzo 

Dr. Emilio Gomes Fialho 

Dr. Pythagoras Lopes de Carvalho 

Dr. Dagoberto Pusch 

Dr. Joao Dias Ayres 

Dr. Dirceu Antunes Sampaio 

Dr. Jurandyr Morais da Silva 

Dr. Anisio Figueiredo spoke in behalf of the 
newly inducted members. 

Senator Artur Santos then presented the address 
of the evening, speaking on the accomplishments 
of the Brazilian Chapter and its success in the 
spreading of democratic principles and the en- 
couragement of surgical progress throughout the 
world, 


Pan-Pacific Surgical Association: The Fifth 
Congress of the organization will be held in Hono- 
lulu, November 10 to 21, 1951. The group was or- 
ganized in the interest of cooperation and exchange 
of ideas among surgeons from countries bordering 
on the Pacific. The original plan included an As- 
sembly every three years, but world events have 
permitted only four conferences thus far, the first 
in 1929 and the most recent in 1948. The Fifth 
Congress provides an opportunity for doctors to 
combine a delightful vacation in Hawaii with at- 
tendance at a scientific meeting, the program of 
which will be presented by eminent surgeons from 
the affiliated areas. Doctors who attend as guests 
are invited to bring their families and are prom- 
ised luxurious accommodations. Travel and hotel 
reservations should be made through Dr. F. J. 
Pinkerton, President of the Association. Further 
information is available from the Pan-Pacifie Sur- 
gical Association Office, Suite 7, Young Building, 
Honolulu, T.H. 


WHO Appointment: Dr. Pierre Dorolle, for- 
merly a director of health services in Indo-China, 
has been appointed Deputy Director-General of the 
World Health Organization. He brings to the work 
a vast experience in handling epidemic diseases. 


General News Notes 


GENERAL NEWS NOTES 


INDIAN CHAPTER 


The recent and highly successful meeting of the 
Indian Chapter, held in Bombay from September 
29 to October 1 inclusive, brought forth a remark- 
able array of surgical talent and a program of 
memorable quality. 

On Friday, September 29, those in attendance 
were welcomed by Dr. M. G. Kini, whose remarks 
were followed by an inaugural address by the 
Honorable Rajkumari Amrit Kaur and a Presi- 
dential address by Dr. R. N. Cooper. The surgical 
program began shortly thereafter and continued 
throughout the three days in an unbroken succes- 
sion of well conceived and superbly executed pres- 
entations, covering almost every phase of surgery. 

Socially the assembly was entertained by a ball 
and a harbor cruise, neither of which will soon be 
forgotten by those privileged to attend. 


Dr. Dorolle’s organizing ability in medical services 
has brought him recognition throughout the world. 


International Congress of Gynecology: The 
twentieth anniversary of this Congress will be held 
in Paris on June 23 to 27, 1951. Speakers from 
Argentina, Holland, Spain, the United States, 
Portugal, Canada, Brazil, Great Britain, Uruguay, 
Belgium and Italy comprise an essential part of the 
program. An invitation is extended to all interested 
in attending the Congress to communicate with its 
Secretary-General. 


Dairymen’s League Opposes Socialized Medi- 
cine: The nation’s largest farmers’ milk marketing 
cooperative group has gone on record against “any 
form of compulsory health insurance or any sys- 
tem of political medicine designed for national 
bureaucrati¢ control.” The League is composed of 
26,000 dairy farmers throughout New York State 
and parts of New Jersey, Pennsylvania, Connecti- 
cut and Vermont, recently held its thirty-first annual 
meeting in Syracuse and unanimously adopted a 
strong resolution against the lowering of health and 
medical standards by political regimentation. A 
copy of this resolution wili be forwarded to every 
senator and representative of the states concerned. 
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New Books 


Pye’s Surgical Handicraft. Edited by Hamilton 
Bailey. Baltimore: The Williams & Wilkins Com- 
pany, 1950. Pp. 730, with 830 illustrations. 16th 
ed. 

This time-honored compendium, of which Mr. 
Bailey has been editor since 1938, emerges as 
fresh and interesting as ever. More so, indeed, if 
only for the remarkable ingenuity shown in adapt- 
ing the text to the times. Despite the incalculable 
forward strides made in nearly all branches of 
surgery in the two or three decades just past, the 
project established by Walter Pye marches on with 
all its pristine vigor and probably a great deal 
more than its pristine value. In this, the sixteenth 
edition, two American contributors appear on the 
list of fifty distinguished names—Dr. John A. B. 
Holt of Charleston and Dr. Ralph S. Lloyd of 
Baltimore. 

Hamilton Bailey’s name on a book, either as editor 
or as author, assures the reader in advance of a 
“quality” production. Walter Pye, were he alive to- 
day, would have much occasion for pride in his able 
successors. It is, of course, necessary in any book of 
this scope to condense; but condensation is rarely 
accomplished with so little loss as here. No words 
are wasted, yet nothing essential is omitted. One 
recognizes Mr. Bailey’s personal touch in the small 
but perfect color illustrations here and there. 

It is doubtful that any physician or surgeon in 
America is totally unacquainted with this work, 
but, if there are any such, the comprehensiveness 
and excellence of this handbook on general surgery 
will guarantee them a very satisfying surprise. 


Surgical Treatment of Facial Injuries. By Var- 
astad Hovhannes Kazanjian and John Marquis 
Converse. Baltimore: The Williams and Wilkins 
Company, 1949. Pp. 575, with 746 illustrations. 

For emotional and psychic as well as pathologic 
reasons, injuries of the face which result in serious 
disfigurement are responsible for what is probably, 
all things considered, the most atrocious suffering 
known to man. The comparatively recent de- 
velopment of plastic surgery to a high point of 
efficiency is a matter for devout gratitude when, 
as in this comprehensive treatise, one is confronted 
again and again by the horrors which the plastic 
surgeon must cope. War injuries, with which both 
authors have had experience, present problems 
which would have been hopeless not long ago. 

The authors of this book have given due weight 
to the psychic aspect, which, unfortunately, many 
authors do not. Perhaps it is but natural that 
skilled plastic surgeons, who come as near per- 


forming miracles as ever man has, should some- 
times lose sight of this important corollary, but 
this fact only heightens appreciation of those who 
do not. 

Lavishly illustrated, well written and well edited, 
“Surgical Treatment of Facial Injuries” makes an 
admirable coverage of various special problems 
in reconstruction and skin grafting, but it does 
not neglect the general principles upon which 
plastic surgery is based. It should prove of im- 
mediate value to all workers in this field. 


Normal Values in Clinical Medicine. By F. Wil- 
liam Sunderman and Frederick Boerner, Phila- 
delphia: W. B. Saunders Company, 1949. Pp. 850. 
Illustrated. 

This book has great practical value. The authors 
admit, of course, that what is called “normal” with 
regard to any kind of measurement is and must 
remain a relative term, but they are convinced 
that a sufficient framework of judgment can be 
provided by a sufficiently careful and compre- 
hensive correlation of everything known. That the 
work is both careful and comprehensive is evident 
at a glance, for there are 413 tables of values here 
—a monumental task it must have been to compile 
them. A task so great, in fact, that Drs. Sunder- 
man and Boerner have wisely called in the assist- 
ance of some forty-four collaborators in various 
fields. The result is an elaborate but simply pre- 
sented summary of practically all the existing 
knowledge with regard to norms and standards in 
the medicosurgical field. 

The various systems of the body are taken up one 
after another, each being related to the subject 
under discussion: e.g., normal values in (1) 
cardiology, (2) hematology, (3) the respiratory 
tract, (4) gadtroenterology, (5) neurology, (6) 
urology, (7) gynecology and obstetrics, (8) ortho- 
pedies, (9) dermatology, (10) ophthalmology, (11) 
otology, (12) rhinology, (13) endocrinology, (14) 
anatomy, (15) dentistry and (16) metabolism and 
nutrition. No doctor who seeks this book for such 
information will be disappointed; as the authors 
themselves point out, the only reservation necessary 
is the obvious one based on individual variations 
from case to ease. 


Tumors of the Head and Neck. By Grant E. 
Ward and James W. Hendrick. Baltimore: The 
Williams & Wilkins Company, 1950. Pp. 832, 
with 637 illustrations. 

Benign, premalignant and malignant tumors of 
the head and neck offer so wide a field of in- 
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vestigation and study that it is no surprise to find 
so weighty a volume as this devoted altogether to 
their consideration. The emphasis throughout is 
on diagnosis and treatment, the main purpose of 
the authors being to provide a useful implement for 
the clinician. Medical, surgical and roentgenologic 
methods of treatment are discussed as they affect 
and influence the course of neoplasia in different 
areas. 

There is an extensive section on the prenatal 
development of structures in this region, which 
makes an excellent background for study of what 
follows. Its utility is by no means confined to the 
study of congenital abnormalities. 

In addition to the abundant and interesting il- 
lustrations, there are 46 tables to supplement the 
text. Highly specialized sections such as “Tumors 
of the Eye and Orbit” have been contributed by 
experts. There is a foreword by Dr. Alfred Bla- 
lock, who mentions the increasing need of spe- 
cialized books of this kind to keep up with the 
immense recent progess in surgical technic. 


Bone and Joint Diseases. By J. Vernon Luck. 
Springfield, Ill.: Charles C Thomas, Publisher, 
1950. Pp. 640, with 703 illustrations, 21 in full 
color. 

The subtitle of Dr. Luck’s impressive new book 
is “Pathology Correlated with Roentgenological 


and Clinical Features,” emphasizing the author’s 
agreement with Sir William Osler’s pronounce- 
ment, “A man’s practice is as his knowledge of 
pathology.” The physiologic, pathologic, and 
roentgenologic aspects of the human skeleton 
form the basis of a finely integrated work that 
should find a hearty weleome among general sur- 
geons and internists, as well as among roentgenolo- 
gists and those who specialize in diseases of the 
bones and joints. “The study of surgical pathology 
is not limited to the examination of dead tissues. 
. . . Our goal is to visualize and understand the 
abnormal physiological functions that terminated 
in the changes observed in the specimen.” 

As a textbook, this work has the invaluable at- 
traction of a genuinely clear and readable style, 
and interest is maintained throughout not only by 
the style but by the surpassingly fine illustrations, 
at least one of which appears on nearly every 
page. The color photomicrographs are particularly 
beautiful. As a contribution to the surgeon’s pro- 
fessional library the book is a gem. 


An Atlas of Human Anatomy. By Barry J. 
Anson, Ph.D., Professor of Anatomy, Northwest- 
ern University Medical School. Philadelphia and 
London: W. B. Saunders Company, 1950. Pp. 518. 

This volume has been written by an author who 
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knows his subject well. Some admirable innovations 
in the presentation of material have been made, 
such as the illustration on Page 55, which displays 
the skull bones from within. The incorporation of 
the teaching value of symbols, as is particularly 
illustrated on Pages 106 and 107, under *“Termi- 
nology of Muscles,” has distinet teaching value 
and will be much appreciated by the student. 

It is unfortunate that the time-honored color 
scheme for arteries, veins and nerves was not ad- 
hered to in the major portions of this volume. It is 
still difficult to picture the aorta and vessels as 
black. 

Numerous anomalies and patterns are pre- 
sented. No mention is made of the cricopharyngeus 
muscle. It would have been interesting to know 
Dr. Anson’s authoritative opinion on this ques- 
tionable structure, discussion of which in most 
standard texts is rather confusing. Nevertheless, 
“An Atlas of Human Anatomy” will take its place 
as a distinct contribution to the subject. It will 
function best as an anatomist’s anatomy, but can 
be recommended for students and as an excellent 
reference book. 


The Hinge Graft. By Arnold K. Henry. Balti- 
more: The Williams & Wilkins Company, 1950. 
Pp. 64. 

This treatise presents a type of bone grafting 
procedure which is a new addition to the present- 
day concept of indications for the use of bone 
grafts. The hinge graft, which in some respects 
produces an effect similar to that obtained by 
bone-blocking procedures, is, in the author’s words, 
“a graft to subserve mobility, to guard and ea- 
nalize the movements it allows.” 

A case report should serve to clarify this. The 
author’s first case was that of a 7-vear-old girl 
with a caleaneovalgus deformity resulting from 
poliomyelitis. Tibial grafts were inserted on either 
side of the ankle, just behind the malleoli. Each 
graft was incompletely fractured so that it could 
be curved around the malleolus. Eventually the 
following results were noted; there was good cor- 
rection of the deformity, with 35 degrees of dorsi- 
flexion and 10 degrees of plantar flexion at the 
ankle. Roentgenograms revealed the grafts to be 
well defined bony structures, each with a distinct 
pseudoarthrosis, acting as a hinge at the level of 
the ankle joint. 

The author also describes the use of the hinge 
graft in the treatment of spastie flat foot, genu 
recurvation, and in a forearm amputation in an 
attempt to make the stump prehensile. His chief 
concern, however, is to present the principle of 
the hinge graft for consideration and _ possible 
further application and development. 


Supervoltage Roentgentherapy. By Franz 
Busehke, Simeon T. Cantril and Herbert M. 
Parker. Pp. 497. Illustrated. Springfield, Illinois: 
Charles C Thomas, Publisher, 1950. 

These conclusions, reached after an eight-year 
study of roentgen therapy, although not decisive 
or startlingly new, do aid in a better understanding 
of the method and in an appreciation of its 
further possibilities. The authors report the rate 
of cure by irradiation at about 10 per cent. 

Treatment and reaction to treatment are dis- 
cussed, and an occasional comparison with other 
radiation procedures is made. The diseases under 
consideration are malignant tumors of the pharynx, 
pituitary adenoma, and carcinoma of the oral 
cavity, esophagus, maxillary sinus, larynx, bladder, 
breast and cervix uteri. Few statistics were drawn 
from the case studies supplied in this investiga- 
tion, because the authors feel that the small number 
of patients in each group is not sufficiently repre- 
sentative to lead to definite conclusions with respect 
to the treatment. 

According to the knowledge thus far obtained, 
an increase in voltage is not a dominant factor de- 
termining cure, but an increased dose may pene- 
trate deeply to destroy radiosensitive tumors which 
were not accessible earlier. Problems of the quan- 
tity of voltage and the tolerance of normal tissues 
to high voltage irradiation are important factors 
to be considered if notable advancement is to be 
made in the field. This is an honest and extensive 
evaluation of roentgen therapy technics, which 
admits the limitations of irradiation and does not 
overlook the role of surgery. 


Clinical Uses of Intravenous Procaine. By 
David J. Graubard and Milton C. Peterson. 
Springfield, Ill.: Charles C Thomas, Publisher, 
1950. Pp. 104, with 8 illustrations. 

A monograph in the series American Lectures on 
Anesthesiology, this treatise opens with a historical 
introduction. This is followed by an analysis of the 
chemical and pharmacologie nature of procaine, an 
account of its intravenous administration in the 
early days of its use, and a discussion of individual 
sensitivity and tolerance to the drug. The chapters 
dealing with conditions in which this anesthetic may 
be useful—pruritus, burns, traumatic and inflam- 
matory conditions—are illustrated with photo- 
graphs, ease reports and statistical tables. The 
section on acute anterior poliomyelitis contains re- 
ports of 5 eases in which the use of intravenous pro- 
caine brought relief of symptomatic pain and 
spasm. The authors emphasize, however, that their 
report must be considered a preliminary study and 
subject to change if change is indicated by further 
investigations. 
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The Esophagus and Pharynx in Action. By Wil- 
liam Lerche. Springfield, Ill.: Charles C Thomas, 
Publisher, 1950. Pp. 222, with 105 illustrations. 

Subtitled “A Study of Structure in Relation to 
Function,” this new book is addressed not only to 
surgeons but to diagnosticians, roentgenologists, 
pathologists, anatomists, internists and general 
practitioners. Dr. Lerche, in a study of the clos- 
ing mechanism at the cardia, became absorbed in 
“the relation of structure to function in the stretch 
of alimentary canal from cardia to pharynx during 
acts of regurgitation and deglutition.” He points 
out that interest in the esophagus and its functional 
nature, as well as the pathologic conditions that 
affect it, is of great contemporary interest among 
surgeons. On this basis he presents, in extremely at- 
tractive form, a comparatively brief but well 
executed study of the subject. 

The mucosa and the musculature of the region 
under discussion are exhaustively explored. One 
chapter is devoted entirely to the cricopharyngeus 
muscle and its function as a constrictor. The mech- 
anism of deglutition is explained in another chap- 
ter. The author’s discussion of the cardia is greatly 
illuminated by the results of research on experi- 
mental animals (dogs and rabbits) and on man. 

The illustrations, both drawings and photographs, 
are excellent. There are 226 references. 


Thoracic Surgery. By Richard H. Sweet, M.D., 
Associate Clinical Professor of Surgery, Harvard 
University Medical School. Illustrations by Jorge 
Rodriguez Arroyo, M.D., Assistant in Surgical 
Therapeutics, University of Mexico Medieal 
School. 345 pages, with 155 illustrations. Phila- 
delphia and London: W. B. Saunders Company, 
1950. Pp. 345, with 155 illustrations. 

One often gets the flavor of a book by reading 
the preface, and in this preface and underlined 
the author stresses the “oneness” of surgery. It is 
refreshing in this day of superspecialization to find 
a surgeon as versatile as Dr. Sweet referring to 
the importance of general surgery. 

The chapter “Surgical Anatomy of the Thorax,” 
although brief, is very well done. Figure 93, on 
Page 194, could have been improved had the 
artist used surrounding structures for orientation. 
One wonders if the term “vagectomy,” as used on 
Page 225, is the proper term. There is much dis- 
cussion about this word. 

The section headed “Esophagus” is well handled, 
and Chapter 10, devoted to “Abdominal Operations 
Performed Through Thoracic Incisions,”’ is very 
timely. 

The book is very well written and authoritative. 
It can be highly recommended to anyone interested 
in this type of surgery. 
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A Textbook of X-Ray Diagnosis. By British 
authors, edited by S. Cochrane Shanks and Peter 
Kerley. Philadelphia and London: W. B. Saun- 
ders Company, 1950 2d ed., vol. 3. Pp. 830, with 
694 illustrations. 

This is the third volume of the new edition of 
A Textbook of X-Ray Diagnosis, which physicians 
and surgeons everywhere have found both useful 
and stimulating. It deals with roentgen procedures 
in examination and treatment of the alimentary 
and biliary tracts; the abdomen; the urinary tract, 
and the organs and structures concerned in ob- 
stetrics and gynecology. Part I, which is devoted 
to the alimentary tract, is particularly ecomprehen- 
sive and well presented and is supplemented with 
a special discussion of the alimentary tract in 
infants and children. Part II deals with the biliary 
tract, Part Ili with the abdomen. Part IV, on 
obstetrics, is also extremely comprehensive and 
detailed. Part V, which discusses roentgen technics 
in gynecology, is somewhat briefer but entirely 
adequate. In discussing roentgen investigation of 
the urinary tract (Part VI) the contributing 
authors have left no area unexplored. 

The illustrations throughout are abundant and 
excellent, serving well to illuminate the text. Most 
of them, of course, are halftone roentgenograms. 
It is obvious that neither time nor expense has 
been spared to make this new edition an even better 
contribution to surgical science than was the first. 


Progress in Gynecology. Edited by Joe V. Meigs 
and Somers H. Sturgis. New York: Grune & 
Stratton, 1950. Vol. 2. Pp. 821, Illustrated. 

As readers of Volume I will remember, this 
work is based upon a novel idea: the concept of 
asking the contributing authors for dissertations 
on their own favorite fields of surgical endeavor. 
This, of course, obviates the possibility of complete 
coverage, to which the editors accordingly make 
no claim. By no means, however, does it obviate 
the production of an unusually fresh and interest- 
ing treatment of many problems, both familiar and 
unfamiliar, as is evident from half an hour’s exam- 
ination of the contents. 

The long list of distinguished contributors have 
dealt, in this volume, with (1) growth and physi- 
ology, (2) diagnosis, (3) functional disorders, (4) 
endocrinology, (5) sterility and reproduction, (6) 
infection, (7) benign tumors, (8) malignant tu- 
mors, (9) operative technic and (10) preoperative 
and postoperative care. 

The book is sufficiently though not lavishly illus- 
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trated with halftones, diagrams, charts and color 
plates. All of the illustrations are of fine quality 
and competently selected. An excellent cross-index 
provides the reader with a source of immediate 
reference. 


Diseases of the Heart. By Charles K. Friedberg. 
Philadelphia and London: W. B. Saunders Com- 
pany, 1949. Pp. 1081, with 79 illustrations. 

Reorientation of available material in the field of 
cardiac disease was felt by Dr. Friedberg to be a 
pressing need, in view of the great recent progress 
in knowledge and therapy. The result is a massive 
and comprehensive work, well organized and 
clearly written. Considering the book’s length and 
content, the illustrations are somewhat sparse, but 
the text is of excellent quality. 

Some special attention is given to less common 
forms of heart disease, such as those related to 
endocrine imbalance and metabolic disturbances. 
The sections dealing with roentgenology and elee- 
trocardiography are modern and complete. Rheu- 
matie fever, rheumatic heart disease and bacterial 
endocarditis are fully discussed as are recent ad- 
vances in the treatment of disease of the coronary 
artery. The status and function of the heart in the 
presence of infection are examined. 

The work deserves the good reception it will 
probably receive. Great care in selection and ar- 
rangement is apparent throughout. 


The Merck Manual of Diagnosis and Therapy. 
Rahway, New Jersey: Merck & Co., Ine., 1950. 
Sth ed. Pp. 1592. 

This is the Golden Anniversary edition of that 
sterling physician’s handbook the Merck Manual. 
More than a hundred clinicians have contributed to 
its pages. Presented as always in compact and con- 
venient form, thumb-indexed and supplied with 
an abundance of factual tables, the new Manual 
contains, in Part I alone, eighty-two more chapters 
than did the preceding edition. 

Chapters on nutritional deficiencies, reactions to 
irradiation and injuries have been expanded or 
rewritten. More than 1,175 prescriptions are in- 
cluded and classified. Experiences gained in World 
War IT have added much to the body of informa- 
tion presented. 

Part II deals with the details of therapy—im- 
munization, laboratory tests, instruments and 
equipment, diets, and clinical procedures of all 
kinds. Needless to say, the new edition will be 
heartily welcomed. 


Abstracts from Current Literature 


Fatalities Following Curare. loregeer, K., 


J.A.M.A. 1:1344, 1950. 


The author reports 3 fatalities and 1 near fatal- 
ity due to a dangerous side action of curare at 
the Department of Anesthesiology, Marquette Uni- 
versity School of Medicine, and summarizes similar 
cases from the literature. It is well known that pa- 
tients with myasthenia gravis are extremely sensi- 
tive to curare and show profound depression after 
small doses. None of the conditions in the cases 
reported could be classified as myasthenia gravis. 
After the administration of curare the anesthetist 
often encountered increasing resistance to inflation 
of the lungs without obstruction of mucus in the 
respiratory tract. Postmortem examination often 
revealed atelectasis of large portions of the lung 
without obstruction in the air passage. 

It has been known for many years that curare 
will produce bronchoconstriction. Epinephrine 
gives only transitory relief. Bronchospasm is 
common with curarine, purified Chondodendron 
tomentosum extract and d-tubocurarine. The 
bronchospasm produced by curare is similar to 
that produced by histamine. It has been shown 
that curare liberates histamine from body tissues. 
The bronchoconstriction of curare and histamine 
may be prevented by administration of antihista- 
minie drugs, such as tripelennamine hydrochloride 
or diphenhydramine hydrochloride. Atelectasis fol- 
lowing release of histamine may also be alleviated 
by the use of diphenhydramine. The respiratory 
complications produced by curare may re- 
lieved by intravenous administration of procaine 
hydrochloride, since it has been shown that pro- 
caine has antihistaminie and antiacetylcholinie 
properties, 

J. Rosevear 


Experimental Maintenance of Life by a Mechani- 
cal Heart and Lung During Occlusion of the 
Venae Cavae Followed by Survival. Stokes, T. 
L. and Gibbon, J. H., Surg., Gynec. & Obst. 91: 
138, 1950, 


The authors describe in detail the apparatus and 
technic used and the successful results obtained 
in maintaining an extracorporeal circuit so that 
the patient's circulation could be temporarily main- 
tained during recovery from a serious heart or lung 
ailment, such as an extensive infaret of the heart 
or a severe pulmonary embolism. Should such a 
procedure prove as successful in man as_ these 
early results have shown it to be in experimental 
animals, the day may not be far off when thoracic 


and vascular surgeons will be able to carry out 
intracardiac operations under direct vision and in 
a bloodless field. 

The whole or only part of the circulation may be 
temporarily shunted through this artificial heart 
and lung. The authors shunted part of the cir- 
culation of experimental animals into this extra- 
corporeal circuit in 6 instances for periods vary- 
ing from forty minutes to two and one-half hours, 
with success in all cases. The venae cavae were not 
occluded in these cases. In another series of experi- 
ments, both the superior and the inferior venae 
cavae of 8 dogs were completely occluded close to 
the right auricle, and in a few cases the animal sur- 
vived even after the whole of his blood had trav- 
ersed this artificial heart and lung. In each instance 
the venae cavae were occluded from half to three- 
quarters of an hour. Half of these dogs died, but 
the others are still well, even though some of them 
underwent this experimental operation almost a 
year ago. 

Ricuarp A, LEONARDO 


Chemotherapy of Malignant Neoplastic Diseases. 
Reinhard, E. H.; Good, J. T., and Martin, E.: 
J.A.M.A., 142 :383, 1950. 


At present the chemotherapy of cancer is at best 
palliative, and retardation of neoplastic growth, 
when it occurs at all, is temporary. There is intense 
activity among researchers to find a drug that 
will destroy malignant cells or prevent their muti- 
plication without irreparably damaging normal 
cells. 

As yet the evidence is not convincing that stil- 
hamidine or ethylstibamine is of great value in 
the treatment of multiple myeloma. Although re- 
lief of pain sometimes occurs, there is no evidence 
that multiplication of the tumor cells is signifi- 
cantly retarded. 

There are many reports on the effects of ure- 
thane on animal and human leukemia. The recom- 
mended dose of urethane is 2 to 5 Gm. daily for 
two to six weeks, or until the leukocyte count is 
down to 20,000 per cubic millimeter of blood. 
Toxie manifestations include nausea, vomiting and 
severe depression of marrow activity. It is not 
possible at present to evlauate its relative merits 
as compared to those of roentgen rays, P32 and 
nitrogen mustard in cases of chronic leukemia. It 
has been reported as effective in the treatment of 
inetastatie prostatic carcinoma and multiple mye- 
Joma. 

Attempts to retard tumor growth by production 
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of biotin deficiency have been unsuccessful. Produc- 
tion of a pyridoxine deficiency apparently inhibits 
the growth of certain transplanted tumors in mice, 
but there is not evidence that this is a specific effect. 

Teropterin cannot be regarded seriously as a 
chemotherapeutic agent against cancer. 

The treatment of acute leukemia with folic acid 
antagonists has aroused tremendous interest. Ac- 
cording to Farber, Diamond observed spontaneous 
remissions in 10 per cent of 300 children with acute 
leukemia, the remissions averaging less than ten 
weeks in duration, as compared with a rate of jess 
than 1 per cent of spontaneous remissions at the 
St. Louis Children’s Hospital. Thus the results with 
folic acid antagonists cannot be attributed to spon- 
taneous remissions. The results are better with chil- 
dren and acute leukemia than with adults and 
chronic leukemia. 

Farber has also reported inconstant but definite 
temporary carcinolytice effects of these folic acid 
antagonists upon other forms of cancer, including 
neuroblastoma, pulmonary metastases from cancer 
of the bladder, lymphosarcoma and Hodgkin’s dis- 
ease. 

Gilman and Philips have observed that the nitro- 
gen mustard compounds exert a specific nucleotoxic 
action by interfering with chromosomal mechanisms 
and mitotic division in a manner somewhat analo- 
gous to the effects of roentgen rays. The suscepti- 
bility of cells to the lethal effects of the mustards is 
related to the rate of cellular multiplication, which 
explains in part the vulnerability of bone marrow, 
lymphatic tissue and gastrointestinal mucosa. 

Nitrogen mustard therapy has the following dis- 
advantages: (1) It cannot be applied locally; (2) 
profound functional depression of bone marrow is 
common even with therapeutic doses and is so se- 
vere that the subsequent leukopenia and thrombo- 
penia may endanger life, and (3) it is generally 
agreed that the remissions are shorter than those 
induced with roentgen irradiation. 

Roentgen irradiation remains the treatment of 
choice for localized Hodgkin’s disease or lympho- 
sarcoma, but nitrogen mustard is a valuable adjunct 
in treatment of the diffuse forms of these lympho- 
mas. It is useful also when, as is sometime observed, 
the lesions have become “roentgen fast” or when 
trophic cutaneous changes from previous intensive 
irradiation preclude the further use of roentgen 
rays. 

CHaries C. 


West. J. Surg., Gynec. 


Proctorrhaphy. Katon, (.: 
& Obst. 58 :159, 1950. 
The author proposes a rational approach to 

surgical problems involving the anal canal, based 

upon a proper appreciation of the anatomic fea- 
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tures of this area. Emphasis is placed upon the 
error of the concept that the anorectal sphincter is 
a simple muscular ring. The author suggests that 
this sphincter be thought of as a web. 

The surgical steps of proctorrhaphy which 
satisfy the demands of good surgical technic in 
this area, are outlined as follows: 1. Rest and re- 
laxation of the spastic, infected anal outlet is met 
only by a safe and adequate posterior midline in- 
cision of the circular portion of the sphineter 
distal to the dentate level. 2. Safe and adequate 
drainage is achieved only by opening up and 
beveling the margins of the postnatal space. 3. 
Removal of the pathologie lesion is accomplished 
only by extending the beveling procedure to in- 
clude the pathologie process. 4. Elimination of the 
pathogenic mechanism is made certain only by in- 
cluding the contiguous line of infected anal erypts 
in the zone of excision. 

In the author’s opinion, this surgical working 
plan for rectal repair integrates the cardinal 
principles of surgery with the surgical anatomic 
conditions in the given case and permits the at- 
tainment of true surgical objectives. The anal lin- 
ing is conserved. The transverse line of excision 
insures patency, and the only raw zone is the site 
of excised pathologic tissue. The shape of this 
zone of excision accomplishes a triple purpose: 
(1) it includes pathologic tissue and contributing 
infected crypts; (2) it insures drainage of the 
critical postanal space, and (3) it is fashioned as 
a triangle whose edges undergo coaptation as 
drainage subsides, thereby producing a minimum 


of sear tissue. 
M. O. Can or 


Treatment of Hyperthyroidism with 1-Methyl-2- 
Mercaptoimidazole. Reveno, W. S., and Rosen- 
baum, H., J.A.M.A. 143 :1407, 1950. 


In a series of 18 patients the authors have used 
1-methyl-2-merecaptoimidazole (Tapazol) the 
treatment of hyperthyroidism and have found it 
as efficient as thiouracil and propylthiouracil. Of 
the 18 patients, 6 had never before been treated, 
10 had been well controlled on propylthiouracil, 
and 2 were in relapse one year and six months 
respectively after remission had been produced by 
propylthiouracil. Three of the first 6 had toxic 


diffuse goiter and 3 had toxic adenomas. Eleven 
were women and 7 were men. Their ages ranged 


from 14 to 75 years. Clinically the drug is twenty 
to fifty times as powerful as thiouracil, and the 
optimum dose seemed to be 2 to 5 mg. every eight 
hours. 

Transfer of patients from a previously estab- 
lished propylthiouracil regimen was accomplished 
smoothly and easily by substituting 1 mg. of the 
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new drug for every 25 mg. of the old. Those in 
relapse were easily controlled with 2 mg. of the 
new drug every twelve hours, in fifty-seven and 
fifty-one days respectively. No toxie reactions were 
noted in the group, but the authors state that a 
much larger series will be necessary to assess this 
important factor. 

Howarp STERN 


Porphyria: A Consideration of Surgical Diag- 
nosis. Calvy, G. L., Surg., Gynec. & Obst. 90: 
716, 1950. 


Porphyria is a metabolic dysfunction of con- 
siderable physiologic significance which is con- 
sidered to be due to an “inborn error” of porphyrin 
metabolism. Its clinical picture is variable, but it 
may easily be mistaken for several acute surgical 
conditions. There are three forms of the disease : 
(/) light sensitive; (2) acute intermittent, or acute 
idiopathic, and (3) mixed. The first is rare and is 
frequently accompanied by hemolytic anemia. The 
second type is most familiar and may come to at- 
tention after infection, exhaustion or trauma, dur- 
ing or after the puerperium, or with the use of 
barbiturates, sulfonamides or alcohol. Its symp- 
toms often include abdominal pain and signs of 
intestinal obstruction; or the syndrome may closely 
simulate that of appendicitis, peritonitis, pan- 
creatitis, perforated peptic ulcer or cholecystitis. 
In some cases there are hypertension, tachyeardia 
and nervousness. There is usually a familial his- 
tory. The diagnosis is made by the history of “red 
urine” and by the presence of porphyria in the 
urine and feces. 

The authors present several case histories. The 
management of episodes of acute intermittent 
porphyria is directed along protective lines. In the 
discussion the authors state that in a review of 
the protocols of over 100 cases of porphyria and 
in personal observation of 16 additional cases it 
was evident that many patients are subjected to 
one or more surgical procedures before porphyria 
is suspected. That these operations were probably 
unnecessary is shown by the fact that subsequent 
examination of excised tissue failed to detect 
pathologic changes sufficient to explain the symp- 
toms. 

A. H. Lerron 


Primary Carcinoma of the Nail. Russell, L. W.., 
J.A.M.A. 144 :19-21, 1950. 


The author reports the development of car- 
cinoma in the nail of a laborer, with marked 
destruction of the bone of the terminal phalanx. 
In a review of the literature only 19 other cases 
could be found. From this one would suspect that 
primary carcinoma of the nail is rather rare. 
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In the cases reviewed from the literature as well 
as in the case reported, trauma appears to be an 
important factor in the development of this lesion. 

The most distinguishing characteristic of car- 
cinoma of the nail is its appearance in the suleus. 
Because of the swelling of the finger, the following 
conditions must be considered in differential diag- 
nosis: (a) chronie paronychia, (b) tuberculous 
dactylitis, (c) syphilitic dactylitis, (d) glomus 
tumor and (e) enchondroma. 

The only treatment advocated for this condition 
is amputation. Because this lesion is slow growing 
and metastasizes slowly and only by way of the 
regional lymph nodes, the prognosis after amputa- 
tion is generally good. Recurrence seldom occurs 
unless metastasis has taken place preoperatively. 

M. O. Cantor 


Relief of Postoperative Pain and Intestinal Mo- 
tility. Williams, EK. M. V., and Streeten, D. H. 
P., Lancet 2:213, 1950. 


The authors, in an attempt to find an analgesic 
drug that does not have the inhibitory effect of 
morphine on the propulsive activity of the intes- 
tine, have investigated morphine, pethidine and 
amidone. In a series of dogs they isolated a loop 
of bowel, and by means of plastic cannulas sutured 
into the ends of the isolated loops were able to 
measure the propulsive force of the bowel after 
administration of the drugs. All of the drugs re- 
duced the propulsive force, but morphine had 
the most marked effect, amidone next and pethidine 
least. With clinical doses administered to human 
subjects, the authors observed that morphine and 
amidone have a marked inhibitory effect, while 
pethidine, even in large doses, does not interfere 
with intestinal propulsion. 

Howarp STERN 


Hexamethonium Bromide. Hunter, A. R., Lancet 
1:251, 1950. 


Hunter maintains that this compound has a dual 
action. It reduces the depressing effects of de- 
camethonium and restores abdominal respiration. 
It can be used somewhat like neostigmine as an 
antidote to the museular paralysis produced by 
curare. He cites Davison, who has stated that 
pentamethonium iodide may be used as an anti- 
dote to decamethonium iodide only with the utmost 
caution. Very small doses may cause a profound 
fallin blood pressure in the anesthetized patient. 

Decamethonium iodide is claimed to have ad- 
vantages over curare, but on trial it was found that 
the safety factor, owing to the lack of a suitable 
antidote, is not comparable to that of curare. 

M. T. FREmELL 
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Diaphragmatic Hernia Complicating Delivery. 
Pearson, 8S. C.; Pillsbury, S. G., and McCallum, 
MaeW., J.A.M.A. 144 :22-24, 1950 


Although diaphragmatic hernia is far more 
common than is indicated by clinical or roentgen di- 
agnosis, the development of strangulated dia- 
phragmatic hernia complicating pregnancy is most 
uncommon, judging from the literature. The authors 
report a case of diaphragmatic hernia in which 
strangulation of the stomach and greater omentum 
developed seven hours after an otherwise uncom- 
plicated delivery at term. At operation, only the 
descending colon and the spleen were found in 
the peritoneal cavity, the remainder of the gastro- 
intestinal tract being in the left pleural cavity. A 
defect 7 cm. in diameter was observed in the pleuro- 
peritoneal hiatus of the diaphragm, with a complete 
collapse of the left lung. The patient made an un- 
eventful recovery. 

In commenting upon this case, the authors review 
the literature and record only 1 other similar case 
in which recovery occurred. This was the case re- 
ported by Thompson and LeBlane in 1945. In the 
other cases culled from the literature death of the 
mother occurred. The authors express the opinion 
that the hernia in their patient was congenital. 

A correct diagnosis can invariably be made by 
the roentgenologist. For this reason, routine roent- 
genograms of the chest are suggested for all preg- 
nant women. Clinically, however, the following di- 
agnostic points are stressed by Gibson: (a) dimin- 
ished expansion of the chest; (b) impairment of 
resonance; (c) adventitious sounds; (d) cardiac 
displacement; circulatory collapse; (f) eyano- 
sis, and (g) asymmetry of the hypochondrium. 

For treatment, a combined abdominal and tho- 
racie approach with repair of the hernia is indicated. 

M. O. Cantor 


Pain in the Upper Limb from Mechanisms in the 
Costoclavicular Space. Stammers, F.A.R., Lan- 
cet 1:603, 1950. 


In this paper an attempt is made to clear up 
the existing confusion with regard to the great 
number of disorders stemming from abnormalities 
of the cervical and shoulder regions. It is felt that 
by careful examination and investigation one can 
differentiate such conditions as osteoarthritis of the 
cervical spine or of the shoulder, cervical disc, 
subacromial bursitis, brachial neuritis, ete., from 
pain in the upper limb due to mechanisms in the 
costoclavicular space. A detailed and excellent ac- 
count is given of cervical rib. It is pointed out 
that sensory symptoms are not necessarily con- 
fined to the ulnar nerve but may be much more 


ABSTRACTS 


widespread over the hand, forearm, arm and even 
shoulder, there being a stretching of the inner cord 
of the brachial plexus. Motor symptoms may in- 
clude paralysis of the abductor and apponens 
pollicus muscles as well as of the hand muscles 
supplied by the ulnar nerve. 

Vasopastic phenomena are less common but may 
present as Raynaud-like attacks or attacks of pro- 
longed cyanosis, with coldness and stiffness of the 
hand. The author states that vascular symptoms de- 
pend to some extent on whether the arch of the sub- 
¢lavian artery is high or low. Theories of vascular 
involvement—whether due to direct pressure on 
the subclavian artery or to pressure on the brachial 
plexus causing sympathetic vasospasm—are men- 
tioned. 

Other factors are discussed. The author dis- 
counts the postfixed brachial plexus as being of 
any real significance. A firm fibrous band in the 
inner border of the scalenus medius would appear 
to be a definite entity, kinking the inner cord of 
the plexus or the high-arched subclavian artery. 
The abnormal first thoracic rib is considered, and 
also the enlarged or enlongated seventh cervical 
transverse process. The scalenus anticus syndrome, 
in the author’s opinion, cannot occur simply be- 
cause of some abnormality in the muscle itself, 
but only if some such abnormality as those just 
mentioned exists behind it. 

In some patients the aforementioned conditions 
do not exist, and the symptoms are ascribed to 
nipping of the plexus or the artery, or both, be- 
tween the clavicle and the first rib—the so-called 
costoclavicular syndrome. 

Illustrations are shown of the high-necked, slop- 
ing-shouldered type in whom this condition occurs, 
Heavy packs on the shoulder, unaccustomed carry- 
ing of heavy loads, ete. will bring out the syndrome 
in that type of person. The effect of arm move- 
ment on the angle between the clavicle and the 
first thoracic rib or cervical rib is illustrated, and 
the effect on the radial pulse is also discussed. 

In his discussion of the treatment the author 
advocates operation if a cervical rib is associated 
with signs and symptoms of involvement of the 
ulnar nerve, especially if the subclavian artery is 
pushed forward by the rib. If the same symptoms 
occur with an elongated transverse process of the 
seventh cervical vertebra, exploration of the region 
is indicated. For the remainder, shoulder-shrugging 
exercises and support of the arm should be ad- 
vised and an attempt made to build up the general 
health. Operative intervention should be considered 
only if no improvement is observable after four 
to six weeks. The operative details are very 
briefly reviewed. 

L. H. APPLEBY 
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Carcinoma of the Cervix. Morris, J.MeL., and 
Meigs, J. V., Surg., Gynec. & Obst. 90 :135, 1950. 


An exeellent discussion of the subject is pre- 
sented, showing that there is still a tremendous 
amount of work to be done in the field. At present, 
however, irradiation is a relatively blind procedure. 
For this reason, and because there continues to be 
evidence of radioresistant lesions, it seems worth 
while to advance and improve the technic of 
radical surgical treatment as well. 

Epmunp Lissack 


Intra-Abdominal Approach to Inguinal Hernior- 
rhaphy. Jacobson, P., Am. J. Surg. 79:557, 
1950. 


Consideration of the intra-abdominal approach 
is urged and its advantages outlined. What seems 
to be an excellent repair anteriorly may prove to 
be inadequate when pressure is applied to the pos- 
terior aspect of the reconstructed wall simulating 
intra-abdominal pressure. 

The author’s technic varies somewhat from that 
of LaRoque, and he describes it in detail. Any 
defect of the inguinal floor, as revealed by intra- 
abdominal pressure supplied by the examining 
finger, is repaired. Leaving the sac behind after 
excluding the neck and utilizing it to strengthen the 
floor is an interesting departure. 

A method of handling direct inguinal hernias is 
also discussed. Twenty-seven excellent illustrations 
accompany the article. 

Lyon H. APPLEBY 


Changes in Size of Red Cells During Normal Preg- 
nancy. Merivale, W. H. H., and Richardson, G. 
O., Brit. M. J. 1:463, 1950. 


Mean corpuscle diameter together with serial 
estimations of hemoglobin, erythrocyte count and 
mean corpusle volume have been made during 
pregnancy in 16 healthy women. This study shows 
a greater range of variation in the mean corpuscle 
diameter than exists in healthy nonpregnant 
women. There is also evidence of abnormal hemo- 
poiesis, indicating that many a woman’s diet is 
not adequate to supply the needs of both her own 
and the fetal red cells. 

Epmunp Lissack 


Hydronephrosis. Kretschner, H. L., Surg. Clin. 
North America 30:43, 1950. 


Hydronephrosis is always associated with a me- 
chanical obstruction except when due to inter- 
ference with the neuromuscular function. Its de- 
velopment is dependent upon obstruction and the 
continued secretion of urine. The author presents 
a detailed outline of various cases within the uro- 
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genital tract and other closely related systems. 

The misleading symptomatic picture is em- 
phasized. Recognition of the underlying pathologic 
condition is often delayed for many years. The 
diagnosis, once suspected, is easily made. The 
physiologic hyrdonephrosis of pregnancy is re- 
viewed and the complicating pyelitis described as 
a preventable disease. 

The author observed hydronephrosis in 64.7 per 
cent of a series of patients with gynecologic lesions. 
He stresses the importance of urologic study in 
the management of pelvic tumors. 

Hydronephrosis is a frequent sequela of pro- 
static obstruction. In many cases it improves after 
removal of the obstruction. 

The frequent occurrence of hydronephrosis in 
children makes advisable a complete urologic study 
of all children who have recurring attacks of pye- 
litis or persistent pyuria. 

Accuracy in diagnosis is a prime requirement 
for successful treatment. Conservatism is stressed 
in the instrumental and surgical treatment of con- 
tributory factors. 

JacK HyMANn 


Possible Relationship Between Menopause and 
Age at Onset of Breast Cancer. Anderson E.; 
Reed, S. C.; Huseby, R. A., and Oliver, C. P.: 
Cancer 3 :410, 1950. 


Anderson and his co-workers offer several tables 
on the incidence of cancer of the breast, which 
seem to indicate that in many geographic areas a 
“bimodal” curve may accurately describe the rela- 
tion between the patient’s age when cancer is diag- 
nosed and her age at the menopause. In general, 
such statistics seem to indicate that cancer of the 
breast gradually increases in incidence as the pa- 
tient becomes older, but this curve shows two broad 
peaks—one around the age of 45 to 50 (ocea- 
sionally 55) and the other from 60 to 65. Since 
the menopause in most women begins at an age 
somewhere between 45 and 50, the question nat- 
urally arises as to what possible influence the as- 
sociated hormonal changes may have on the in- 
cidence of cancer of the breast. 

Although these authors do not definitely say so, 
it seems logical to conclude from their statistics 
that the cessation of ovarian activity at the meno- 
pause temporarily inhibits the steady increase in 
incidence of breast cancer, but after some five 
years this inhibiting influence is overcome and a 
distinetly higher incidence presents itself. Causes 
to explain these facts, if true, are purely theoretical 
and involve too much guesswork to merit inclusion 
in this discussion. 

RicuarD A. LEONARDO 
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Armamentarium 


Cortisone Product Available: Merck & Co., Inc., 
announce that Cortone (the Merck brand of corti- 
sone) will be made generally available on or about 
November 1 through distributors, hospitals, insti- 
tutions and pharmacies for use by the physician 
in his daily practice. Meanwhile, physicians may 
continue to obtain Cortone from hospitals, and pa- 
tients need not be hospitalized except at the 
physician’s discretion. 

A further price reduction is announced by the 
company, effective immediately. The suggested list 
price to physicians is $35 per gram. The price per 
gram to hospitals during the past few months has 
been $50. 

Clinical studies of rheumatoid arthritis now in- 
dicate that almost all patients can be maintained 
on 0.1 Gm. daily. Some patients can be maintained 
on a daily dose of 0.05 Gm. 


New Compound for Dropsy: A new compound, 
found in preliminary trials to be of value in re- 
lieving many patients with edema and dropsy, is 
announced by the Sterling-Winthrop Research In- 
stitute. So far the compound is known only by its 
laboratory number, WIN 3000. 

The compound resulted from research on ion 
exchange, which has been in progress at the Insti- 
tute for some years, according to Dr. Maurice L. 
Tainter, director. Dr. Tainter stated that the new 
product will soon be made widely available for 
further clinical evaluation and therapeutic use in 
appropriate clinical cases. 


Electronics and Cancer: The use of electronic 
calculating machines in detecting early signs of 
cancer was described by Dr. Gilbert W. King of 
Arthur D. Little, Ine., a chemical engineering firm 
of Cambridge, Mass., at a recent Seminar on In- 
dustrial Computation held at Endicott, N. Y., and 
sponsored by the International Business Machines 
Corporation. Dr. King explained how standard 
punched-card computers can identify abnormal 
substances in urine specimens and discussed the 
potential significance of this in “spotting” cancer 
at an early stage. 

When a urine sample is exposed to infra-red 
light or heat waves, some of the invisible rays are 
absorbed and the rest pass through. 

The result is an infra-red spectrum, consisting 
of complex patterns of lines on sensitive photo- 
graphic film. Each pattern is the “fingerprint” of 
an unknown substance in the urine and must be 
compared with other patterns obtained beforehand 
from previously analyzed chemical compounds. If 
two patterns match, line for line, the unknown 
substance has been identified successfully. With the 


electronic technic, the infra-red spectrum of an 
unknown substance is coded into holes on a 
punched card. Then the card is fed into an IBM 
computer, together with several hundred cards 
coded to represent the spectrums of known sub- 
stances. Pushing a button sets the machine to work. 
The computer automatically reads cards, compares 
their patterns and stops when the desired match 
has been made. 


New Table: The Timken Roller Bearing Com- 
pany of Canton, Ohio, announces the success of its 
product in the development by the Professional 
Equipment Company of the Profexray Table, 
which is said to have great strength and yet to be 
so evenly balanced that a 4-year-old child ean tilt 
it. The table, in order to be reasonably priced, had 
to be no more than 600 pounds in weight, yet 
strong enough to support a 300-pound patient 
without twisting. Perfect balance in all positions 
was necessary for efficiency. Timken Tapered 
Roller Bearings apply the required initial tension 
to eliminate twisting of the table under the pa- 
tient’s weight but still maintain freedom of radial 
motion. The table is said to be easy to assemble 
and also to dismantle, should this be necessary. 
The table is of all-steel welded construction. 


Modified Insulin: NPH Insulin, a new modified 
form of the drug that increases both the stability 
and the duration of the blood sugar-lowering effect 
in the treatment of diabetes mellitus, has been re- 
leased recently by Sharp and Dohme, Ine., Phila- 
delphia. 

A combination of protamine and zine-insulin 
crystals, NPH Insulin ean be substituted for regu- 
lar insulin with few night reactions and instances 
of high urinary sugar levels during the day. It is 
effective for twenty-eight to thirty hours, and as a 
rule only one dose daily is required, according to 
the distributors. 

The effects of NPH Insulin are intermediate be- 
tween those of unmodified insulin and protamine 
zine insulin. The dosage is determined individually. 
The initial dosage for patients who have had no 
previous insulin preparations is about two-thirds 
of the number of units needed daily to maintain 
the patient “sugar free” under treatment with 
unmodified insulin, or four-fifths of the total daily 
requirement of other insulin preparations where 
patients have been receiving insulin therapy. 
Further dosage is adjusted until satisfactory con- 
trol is obtained. 

NPH Insulin is supplied in 10 ce. vials contain- 
ing respectively 40 and 80 units per cubic centi- 
meter. 
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In F#lemoriam 


ASSADOUR ARAM ALTOUNYAN 
M.D., F.LC.S. (HON.) 


The recent death of Dr. Assadour Aram Altoun- 
yan of Aleppo deprives the world of a physician 
and surgeon of the first rank. In 1939, visiting the 
United States for the first time since his graduation 
from medical school, Dr. Altounyan was granted 
an honorary membership in the International Col- 
lege of Surgeons and he continued throughout his 
lifetime to be a staunch friend and valuable sup- 
porting member of the organization. — 

Dr. Altounyan was born in Turkey in 1854 and, 
at the age of 12, before the advent of regular medi- 
cal schools, was apprenticed to an American medi- 
cal missionary to be trained as a practitioner. He 
was one of the first students to be enrolled in the 
Medical School of the American College of Aintab 
and after graduation taught cadaver dissection 
there. At that time he was 17. Later, he was sent 
by the College to take his degree at the College of 
Physicians and Surgeons in New York: he did 


Dr. A. A. Altounyan 


postgraduate study for two years at Heidelberg 
and Berlin, working under Billroth and Koch. It 
was from the latter’s laboratory that Dr. Altoun- 
yan brought to Turkey the first cultures of the 
cholera organism seen in the Middle East. Dr. Al- 
tounyan taught for a short time at the Aintab Col- 
lege Medical School until it dissolved, at which 
time he took a trip through Anatolia, operating 
whenever and wherever necessary, and eventually 
settled in Aleppo, Syria, where he founded his own 
hospital. 

Every bottle of medicine, every ligature and in- 
strument, had to be ordered from London a year 
in advance and brought from the coast, a three 
days’ journey by pack horse. Heating was by wood 
and charcoal, lighting by oil; there was no running 
water. Yet, in 1898, a primitive roentgen machine 
was introduced. In spite of its many hardships, the 
hospital continued to function for twenty years. 

In 1909 Dr. Altounyan opened a newly built 
and modern hospital with a well trained staff and 
satisfactory equipment. The overhead expense of 
this hospital during the first World War was 
crushing; also, Dr. Altounyan was an Armenian, 
and thousands of his fellow Armenians were being 
massacred and deported. Fortunately, his daughter 
assisted him and, although he was in his sixties, 
he was in his surgical prime. The hospital was 
available to Turkish officers, but it was never com- 
mandeered. 

In June 1940 war came again to the Middle East 
and, his son having been called into service, the 
doctor was left alone in the management of the 
hospital. In his eighties, Dr. Altounyan was with- 
out competent help; the English nurses were forced 
to leave; the nursing school was closed; and, until 
the eviction of the Vichy French, work was carried 
on under the greatest difficulties. With the aid of 
his wife the doctor kept the hospital functioning. 

It was not until 1947, when the doctor was in 
his ninety-third year, that he gave up operating. 

He kept his health to the last and had been 
seeing patients on the day before his death. Of the 
21,180 operations on record at the time of his death, 
the first was an operation for cataract, the last, 
performed at the age of 93, a hysterectomy. 

Few surgeons are spared for so long an active 
career. That Dr. Altounyan’s epic achievements con- 
tinued until the last day of his life must be no 
small source of comfort to those who mourn him. 
The International College of Surgeons offers its 
heartfelt sympathy to the bereaved. 
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